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ROLE OF URETER IN PATHOGENESIS OF ASCENDING PYELONEPHRITIS 
Herbert S. Talbot, M.D., West Roxbury, Mass. 


YELONEPHRITIS is a collective term 
applied to a number of different types of 
renal infection with varying manifesta- 
tions.’ It cannot be expected, therefore, 
that a single pathogenic process might be invoked 
to account for the evolution of the disease in 
every instance. Careful study of a group of similar 
cases, however, has suggested a sequence of events 
applicable to that group, from which conclusions 
may be drawn that perhaps have broader implica- 
tions. This has included not only the correlation of 
clinical and pathological findings but also consider- 
ation of the pathological physiology of the urinary 
tract during the development and course of the 


For the purpose of this discussion, the term 
“ascending pyelonephritis” will be applied to those 
cases in which renal involvement is accompanied 
or preceded by infection in the lower urinary tract, 
from which it may reasonably be supposed to have 
been derived. Bacterial evidence of this relation- 
ship does not in itself indicate the manner in which 
the process has spread. It will be suggested that the 
ureter has an important role in this pathogenesis— 
a dual role—in that the wall of the ureter first pro- 
vides a pathway for the actual ascent of the invad- 
ing organism and, second, as a result of the changes 
which it undergoes during this process, exhibits a 
dysfunction which results in stasis, contributing 
further to the development of infection in the kid- 


It is suggested that the ureter has a dual 


bility of the kidney to infection because 
ureteral dysfunction generally involves both 
obstruction and vesicoureteral reflux. The 
ureter is not an inert tube but an active mus- 
cular structure, and recognition of this fact 
leads to a dynamic, rather than a static, con- 
cept of ascending pyelonephritis. 


ney. This ae although independently reached 
is dow original,’ but has not previously been empha- 
s 

There are four routes by which infection, origi- 
nating in the bladder, might reach the kidney: 
(1) hematogenous, (2) lymphogenous, (3) through 
the lumen of the ureter, and (4) through the ure- 
teral wall. Hematogenous pyelonephritis may occur, 
and be the only apparent secondary focus to de- 


From the Urological Section and the Spinal Cord Ingury Service, Veterans Administration Hospital. 
Read before the Section on Urology at the 107th Annual Meeting of the American Medical Association, San Francisco, June 24, 1958. 
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ascending pyelonephritis. Anatomically the 
ureter provides a direct route of invasion 
from bladder to kidney because the sub- 
epithelial tissues of the bladder, ureter, and 
renal pelvis are continuous with the inter- 
stitial tissue of the kidney. Physiologically 
the diseased ureter increases the suscepti- 
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velop, from a known primary site of infection. 
When this site is remote from the kidney, the blood 
stream is the most likely channel for the transmis- 
sion of pathogenic organisms; gram-positive cocci are 
the usual invaders in such cases. With the original 


Fig. 1.—Vesicoureteral reflux with ureteral 
function. With bladder full, there is reflux into left ureter; as 
bladder empties, ureter empties as well. 


infection in the bladder, a question arises as to 
whether this roundabout course is more probable 
than direct invasion through or along the urinary 
tract itself. The most frequent pathogens are gram- 
neg itive bacilli, and they are rarely cultivated from 
the peripheral blood. Material for histological exam- 
ination is seldom obtained at the early stage of dis- 
ease when the route of invasion might be suggested 
by such evidence as perivascular infiltration, in the 
case of hematogenous infection. Biopsy findings, 
however, suggest that in the acute stage the pri- 
mary reaction is tubular.’ The dissemination and 
evelution of the intrarenal lesions is such as to 
obscure early changes and make it difficult if not 
impossible to differentiate one type of pathogenesis 
from the other. The fact that healed experimental 
pyelonephritis of hematogenous origin histologically 
resembles certain specimens obtained from human 
cases does not, therefore, imply that the human 
cases were also hematogenous. 

Oberling * has pointed out that the lesions of 
pyelonephritis are basically interstitial, whether as- 
cending or hematogenous in origin, and that they 
are to be distinguished mainly by their distribution. 
In the ascending form, the infiltration develops in 


Fig. 2.—Vesicoureteral reflux with ureteral decompensa- 
tion. Ureter is unable to empty bladder. 


tracts running over considerable areas from the 


pelvis toward the capsule. They may be diffuse 
and uniform, but, more often, the lesions leave 
between them areas of undamaged parenchyma. In 
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the hematogenous form, on the other hand, the 
inflammatory foci are more prone to form a sub- 
capsular band with perpendicular tracts developing 
especially around the interlobular vessels, in accord- 
ance with the concept of a perivascular stroma par- 
ticularly prompt to react to any irritative influence. 
This may occur as well with ascending involvement 
when it has gone on long enough to involve the 
same areas, thus obliterating any differences be- 
tween the ascending and hematogenous types. 


Ureteral Obstruction 


Mallory, Crane, and Edwards * showed that the 
production of experimental hematogenous pyelone- 


— in previously healthy kidneys depends on 
the presence of partial ureteral obstruction. The 


Fig. 3 (case 1).—Reflux into right ureter. Inset shows spot 
demonstrating transitory reflux up left ureter. 


clinical association of intermittent or chronic pve- 
lonephritis with obstructive lesions of the urinary 
tract, and particularly of the ureter, has often been 
noted.” However the organisms reach the kidney, 
therefore, their capacity to do damage is consider- 
ably enhanced by, if it does not depend on, some 
degree of stasis of the urinary column. Certain bac- 
teria, particularly staphylococci, injected intrave- 
nously may infect normal kidneys. De Navasquez ’ 
accomplished this with a coagulase-positive Staphy- 
lococcus pyogenes var. aureus and attributed the 
establishment of infection to coagulase production, 
which initially causes agglutination in the unusually 
long renal capillaries devoid of phagocytes; the sub- 
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sequent diffusion of coagulase into the surrounding 
renchyma leads to coagulation necrosis, followed 
y suppuration. These factors do not operate in the 
case of the gram-negative bacillary organisms nor- 
mally associated with urinary tract infections. 
Asher and Sokol * demonstrated that blood-borne 
foreign particles have but a slight tendency to local- 
ize in the kidney, which, when normal, does not 
excrete living bacteria circulating in the blood. 
They observed, however, that acute experimental 
hydronephrosis increased the tendency for blood- 
borne particulate matter to localize, apparently as 
a result of stasis. Lucas * suggested that an increase 
in intrapelvic pressure has the effect of slowing 
down the circulation of blood through the kidney, 
producing some renal damage and favoring the 
trapping of organisms in narrow capillaries. In a 
later series of experiments, De Navasquez"” in- 
jected coliform bacteria intravenously into rabbits 
which had recovered from the pyelonephritis pre- 
viously induced by coagulase-positive Staph. pyo- 
genes var. aureus, but with kidneys scarred as a 


result thereof. All developed a fatal pyelonephritis, 


Fig. 4 (case 1).—A, low-grade chronic ureteritis; B, simi- 
lar changes in kidney. 


while normal control animals developed no kidney 
lesions. He attributed this to the obstruction of 
tubular drainage by the scars, with resulting “intra- 
renal hydronephrosis,” and increased local tissue 
pressure. 
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Beeson, Rocha, and Guse"' found that small 
lesions in the renal medulla, produced by an elec- 
tric cautery, render an entire segment of kidney 
tributary to the tubules passing through that por- 
tion of the medulla susceptible to coliform infection. 


Fig. 5 (case 2).—Right reflux with hydronephrosis. 


This result was obtained whether the infecting bac- 
teria were introduced via the blood stream or the 
urinary bladder. They agreed with the explanation 
offered by De Navasquez insofar as it postulated 
obstruction of tubular drainage, but could not ac- 
cept his further suggestion that another element is 
local slowing of the circulation, since this did not 
appear to be the case in the pathogenesis of pye- 
lonephritis in animals with ureteral ligation. If 
Lucas’ contention that an increased intrarenal pres- 
sure produces slowing of the blood flow through 
the kidney is correct, however, such a factor might 
be significant. Whatever the precise mechanisms, it 
is apparent that trauma will favor the probability of 
invasion by any route. Braude, Shapiro, and Sie- 
mienski ‘* accomplished this by massage of the 
exposed kidney in rabbits subjected to the intra- 
venous inoculation of gram-negative bacilli. It has 
also been suggested that not only acquired patho- 
logical changes but congenital dysplasias as well 
may predispose the kidney toward infection. 
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When there is a bacteremia during the course of 
a lower urinary tract infection, hematogenous in- 
fection may occur provided that at least one of two 

uisites has been met, a previously damaged 
v or obstruction of the ureter. gy Ap en 
and lacking the further confirmation of a positive 
blood culture of gram-negative bacilli, such a patho- 
ascent of infection from the blad- 
sibility is supported by the frequent involvement of 
periureteral lymphatic channels. But Winsbury- 
White's demonstration "* of the spread of india ink 
into these lymphatics from the bladder is not con- 
clusive evidence that living organisms propagate 
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In the presence of such obstruction, it is difficult 

to conceive of pathogenic bacteria moving and 

multiplying within the lumen without attacking the 

wall of the ureter. But this is even more susceptible 

to invasion, by direct contiguity, from an infected 

bladder. The lamina propria or subepithelial layer 
from bladder 


renal where it merges with the interstitial 
tissue of the kidney. Rénvi-Vamos '* found this to 
be a pathway for the spread of infection in both 
human and experimental ascending pyelonephritis, 
an observation confirmed by others, usually with a 
reference to associated ureteral obstruction. Allen ' 
refers to the ureter as being “obviously continuously 
infected from the site of obstruction upward to 


Fig. 6 (case 2).—A, midureter section showing urcteritis; B, similar findings in calyces of kidney; and C, cortex of kidney. 


along the same route. The major tic drain- 
age of the urinary bladder is into the pelvic and 
iliac chains. The periureteral lymphatics drain the 
ureter and renal pelvis, and a lymphangitis in this 
area may, therefore, be presumed to be secondary 
rather than to represent a primary invasion path- 
way. 

Ascent of infection through the column of fluid 
within the ureteral lumen is at least theoretically 
possible and has been ingeniously demonstrated in 
an artificial urinary tract. In the experiments of 
Weyrauch and Bassett,'* motile organisms ascended 
only in a stagnant column, however, or against a 
flow of less than 25 cc. per hour. Once again, there- 
fore, an element of obstruction must be postulated. 


the kidney.” The significance of such a ow 
tion is appreciated. 


Role of Ureter in Pyelonephritis 


Investigations into the normal and pathological 
physiology of the ureter, demonstrating its im- 
portance in the dynamics of urinary flow, lead to the 
concept that its disease and consequent dysfunction 
may contribute to the development of pathological 
changes in the kidney.’ The significance of this in 
ascending infection was suggested by the study of 
pyelonephritis associated with vesicoureteral reflux 
in patients with spinal cord injury. In the review of 
a series of such cases, it was noted that dilatation 
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of the ureter began at its lower end and advanced 
upward. In fact, such evidence of progressive dis- 
ease is of greater prognostic importance than the 
demonstration of reflux itself, which is often capri- 
cious in its appearance and disappearance. It has 
been axiomatic to interpret ureteral dilatation as 
a consequence of obstruction distal to the dilated 
segment, but this raised two interesting considera- 
tions. First, mechanical obstruction was not demon- 
strated in any of the cases from which this study 
developed. It was evident that the obstructive fac- 
tor, if any, must be functional rather than structural. 
Second, it was difficult to understand why an organ 
like the ureter, limited in length and draining a 
hydraulic system closed at its proximal end, should 
react to obstruction by dilatation involving only a 
short segment. Dilatation of the whole system 
proximal to the obstructive lesion would have 
seemed likelier; this is observed when a stone be- 
comes impacted in a previously healthy ureter, as 
well as in other types of mechanical obstruction, 
when there is no infection. 

It thus becomes necessary to consider other pos- 
sible causes for dilatation. The most obvious would 
be an alteration in the wall of the ureter, of such 
character as to interfere with normal contraction 
of its muscle. It would also have to be of such a 
nature as to account for the fact that in some in- 
stances the lower ureteral dilatation spread upward, 
finally to involve the pelvis of the kidney; in others, 
it remained unchanged for long intervals, and in 
still others regressed. Inflammatory disease would 
meet all these conditions, waxing or waning or re- 
maining unchanged, and, in some instances, finally 
reaching an irreversible state of fibrosis. But this is 
precisely the type of lesion to which the ureter, 
beginning with its lower segment, is most vulner- 
able by direct contiguity to an infected bladder. 
As already noted, a continuous pathway of areolar 
tissue is available throughout its length, in which 
invading organisms may advance from the bladder 
to the interstitial tissues of the kidney. This inflam- 
matory involvement of the wall of the ureter, and 
ultimately of the renal pelvis and calyces, inter- 
feres with normal peristaltic activity and results in 
stasis. When this has occurred, infection may spread 
through the lumen as well as the wall. 

The concept of the ureter as a relatively inactive 
conduit through which fluid flows mainly by gravity 
must be discarded. It is, on the contrary, an organ 
of great dynamic capacity, with two functions. The 
first is the propulsion of urine from the kidney to 
the bladder. The second is generally stated to be 
the prevention of retrograde flow from the bladder 
back to the kidney. More is involved in this, how- 
ever, than the prevention of reflux. Simple regurgi- 
tation from the bladder into the ureter would be 
harmless enough were there no stasis or infection. 
There has been considerable discussion as to 
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whether reflux ever ocurs in the absence of path- 
ological changes. If it does, it is probably transitory 
and of no great physiological significance. But 
reflux does become important when it is an evidence 
of ureteral dysfunction leading to ureteral and 
pelvic stasis and when, as was always the case in 
this study, it occurs in the presence of infection 
of the lower urinary tract. This infection, advancing 
from the bladder into the wall of the ureter, results, 
first, in dysfunction of the lower segment. 

Without entering into a discussion of ureteral 
physiology, it is sufficient to state that there is 
evidence that the activity of the lower segment 


Fig. 7 (case 3).—Hydronephrosis from functional obstruc- 
tion. 


constitutes, in fact, a dynamic ureterovesical valve. 
Anatomically, its wall is the thickest of any portion 
of the ureter, and its outer muscular layer merges 
indistinguishably with the musculature of the blad- 
der. The lower third of the ureter, moreover, is 
supplied with parasympathetic ganglions identical 
to those in the adjacent portions of the bladder 
wall; the latter were found diminished in number 
in a case of congenital megaloureter. Thus, there is 
strong anatomic presumption of an intimate func- 
tional relationship between the bladder and _ the 
lower ureteral segment. 
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Gould, Hsieh, and Tinckler *’ have suggested that 
the lower end of the ureter has a task somewhat 
different from that of the upper and that the inte- 
gration of tonic and peristaltic activity is such as 
normally to protect the nephron from the high basic 
pressures which arise in the lower segment when it 
is operating to handle large quantities of urine or 
against elevated intravesical pressures. 

ic studies, including recent cinefluoro- 
graphic investigations, have demonstrated that the 
lower ureter does, in fact, contract during or im- 


mediately after an emptying contraction of the 
bladder. Again, fluoroscopically, it has been possible 
to demonstrate that in some patients with vesico- 
ureteral reflux the mechanism remains sufficiently 


* 


Fig. 8 (case 3).—A, acute uretitis in lower ureter; B, chronic ureteritis in upper ureter; and C, chronic pyelonephritis in kid- 


well compensated to operate in approximately 
normal fashion, and in such instances the kidney 
may remain undamaged for months or even years 
(fig. 1). When the process becomes so severe, 
however, as to be incompatible with normal func- 
tion, and especially when it advances upward in 
the ureter and to the renal pelvis, such compensa- 
tion is impossible and hydronephrosis develops 
(fig. 2). Even before anatomic hydronephrosis can 
be demonstrated, however, pressure changes, dam- 
aging to renal function and conducive to infection, 
may already be present. Reverse peristalsis, long 
since observed in the presence of mechanical ob- 
struction, has more recently been seen to occur 
also in this functional type. 
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Thus, by means of serial x-ray studies carried on 
over a period of months or years, in patients known 
at the beginning to have infections in the lower 
urinary tract, and particularly by utilizing those 
x-ray techniques which make dynamic studies of 
function possible, changes in the structure and 
activity of the ureter can be followed and are a 
strong determinant in favor of the development of 
pyelonephritis. The same changes can also be in- 

as evidence of infection of the ureteral 
wall itself. In the continued absence of mechanical 
obstruction, only an inflammatory process could 
account for the fact that these abnormalities some- 
times advance, sometimes , and sometimes 
remain unchanged for considerable intervals. 


Autopsy Findings 

In a review of the protocols of a series of autop- 
sies done during a period prior to the institution of 
this study, 11 cases of ascending pyelonephritis 
were found. In none of these were there urinary 
calculi or any other form of mechanical ureteral 
obstruction. In all 11, the ureter was described as 
grossly abnormal, usually dilated or thickened, or 
both. Microscopic studies of the ureter were made 
in seven cases, in all of which inflammatory changes 
were seen, confirming the probability that the ure- 
teral wall had served as a pathway of invasion. The 
next oy Ae to demonstrate this in patients in 
whom x-ray findings noted above had been 
observed. 
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Case 1 was that of a quadriplegic patient with 
mild chronic pyelonephritis who died of unrelated 
causes. The ureters had shown slight transitory dila- 
tation in the lower thirds and reflux had been seen 
occasionally, although not on every examination. At 
the time of death there was no clinically active 
urinary tract infection. Sections of the ureteral wall 
showed slight infiltration with lymphocytes and 
plasma cells, with fibrosis and edema in _ the 
subepithelial laver. Essentially the same findings 
were noted in the kidney pelvis. The fact that even 
a quiescent process of low grade could be demon- 
strated as coexisting in the ureter and the kidney 
seemed a suggestive clue to the pathogenesis 
(fig. 3 and 4). 
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pyelonephritis. Acute cystitis was present, and it was 
postulated, therefore, that the lower ureter should 
show a fairly severe acute reaction, the upper a 
chronic and less intense process. This is exactly 
what was found. Such changes, of course, might 
well be sufficient to impair peristaltic function, 
temporarily at least, and to alter significantly the 
tone of the ureteral wall, leading first to moderate 
dilatation and later, if the ss became irreversi- 
ble, to functional obstruction and further dilatation, 
such as marked the end stage in this patient 
(fig. 7 and 8). 

Case 4 was that of a man with carcinoma of the 
prostate and disseminated metastases. The path- 


Fig. 9 (case 4).—Pathological changes in carcinoma of prostate: A, bladder; B, ureter; C, kidney. 


In case 2, the involvement of one kidney was so 
severe as to require nephrectomy. The patient was 
a paraplegic who exhibited unilateral vesicoureteral 
reflux with apparently complete ureteral decompen- 
sation. Sections of the ureter, taken where it was 
divided at about its midpoint, showed a process 
strikingly similar to that involving the kidney 
(fig. 5 and 6). 

Urinary tract infection in patients with spinal 
cord injury has no special characteristics; similar 
findings have been encountered when the primary 
disorder in the bladder was other than neurogenic. 
This is shown in case 3, a man of about 60 who died 
of uremia resulting from long-standing neglected 
prostatic obstruction. The kidneys showed chronic 


der through several sections of the ureter to the 
kidney (fig. 9). 

Since the ureteritis may be mild, or, if severe, may 
have healed, it is often difficult to establish its 
presence in specimens obtained at autopsy months 
or years after the event. This is particularly the 
case when the function has remained compensated 
so that there is neither dilatation nor hypertrophy. 
In such an instance, however, the telltale evidence 
of fibrosis, demonstrated by differential staining, 
will suggest past events. Case 5 was that of a man 
of 62 who died of a massive cerebral hemorrhage. 
Although cystitis had long been present, the kidney 
escaped significant damage. The ureter, grossly 
normal, showed considerable fibrosis in its lower 
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segment and less in its upper, suggesting that it 
had contained the infection ie and maintained ade- 
quate function (fig. 10). 
Prophylaxis and Therapy 

This concept of the pathogenesis of ascending 

pyelonephritis, entailing the appreciation of a dual 
fazard to the kidney, suggests a dual approach in 
prophylaxis and therapy. The immediate problem 
is the elimination of infection, and the bladder, be- 
ing the primary site, may be considered first. When 
there is obstruction it must be corrected. Pending 
this, drainage must be maintained. Whatever hesi- 
tancy there may be about undertaking the use of an 
indwelling catheter in an uninfected bladder, there 
can be no gainsaying its importance when infection 


Fig. 10 (case 5).—A, lower ureter showing fibrosis; B, up- 
per ureter, fibrosis of lesser extent. 


is already present, as it may be even in patients 
who have not previously been subjected to instru- 
mentation or catheterization. This applies particu- 
larly to those who carry residual urine. The danger 
of ureteral involvement is not eliminated by bladder 
drainage, but its likelihood is much diminished, 
especially if the drainage is part of a program 
aimed at restoring the bladder to normal function. 
When the obstruction is mechanical, surgical inter- 
vention leading to the elimination of residual urine 
will usually give a satisfactory result. 

Antibiotics or chemotherapeutic agents can be 
useful adjuvants during the course of treatment, 
but it is notorious that these alone have been dis- 
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appointing in the chronic and recurring infections 
usually associated with obstructive uropathy. When 
the bladder’s inability to empty is due to neurogenic 


prolonged to cause almost certain uri- 
nary infection. This is a calculated risk, which must 
be faced. In spite of recent alarms to the contrary, 
it is a fact that continuous catheterization can be 
done for long periods of time without apparent 
damage to the kidneys. Even those who have em- 
phasized the danger of the indwelling catheter 
recognize that it is sometimes inevitable. Rigid 
adherence to meticulous techniques and the re- 
training of the bladder on physiological principles 
which will shorten the period of artificial drainage 
further diminish the hazards and make the risk 
acceptable. If a satisfactory pattern of bladder 
function can be established and the involvement of 
the ureter avoided, the major danger to the kidney 
will have been forestalled. 

When pyelonephritis is already present, appro- 
constitutional measures and use of 

peutic agents are again indicated 
fy but here the 
dysfunction of the ureter may call for additional 
measures to insure adequate drainage of the renal 
pelvis and protect the parenchyma from the 
deleterious effects of stasis. Again it must be recalled 
that the absence of any demonstrable mechanical 
obstruction means little or nothing. This emerged 
from empirical knowledge spread over a number 
of years before the concepts described in this paper 
had been developed. More frequently in those years 
than is now happily the case, paraplegic patients 
with neurogenic vesical dysfunction and urinary 
infection were prone to develop exacerbations of 
what was considered to be acute or subacute 
A org lonephritis, characterized by chills, fever, and 
kocytosis. The problem of diagnosis was com- 
plicated by the fact that they did not exhibit the 
customary physical signs and that their urine was 
infected even when they were well. 

The technique of quantitative cultures, since 
advocated by Kass and Finland '* and by Beeson,’ 
had not been used. X-ray evidence of ureteral dys- 
function was often seen, but, on the other hand, it 
was sometimes found in those who never had these 
exacerbations. The therapeutic test ultimately clari- 
fied the diagnosis. Some patients improved on the 
administration of large quantities of intravenously 
administered fluids with various sulfonamide drugs. 
It became the policy to treat those who did not show 
improvement after 48 hours by lavage of the kidney 
pelves, followed by ureteral catheter drainage for 
24 to 72 hours. This procedure was almost in- 
variably dramatically successful. Mechanical ob- 
structions were not found, accumulations of more 
than 15 cc. within the pelvis were rare, and grossly 
purulent urine was seldom encountered. The infer- 


dysfunction, the problem is more complex. Treat- 
ment usually involves continuous catheter drainage, 
| 
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ence was that the ra 


improvement could be 
kidney of the impediment 
stasis. 


Comment 


When investigations into the pathogenesis of 
pyelonephritis were first begun, it seemed of pri- 
mary importance to determine the route by which 
bacteria reached the kidney. But as studies multi- 
plied and careful observers correlated and in- 
terpreted their own and others’ work, an interesting 
new theme appeared and assumed increasingly 
greater importance. This was a consideration of the 
situation which might obtain within the kidney and 
its drainage apparatus to render it more susceptible 
to infection by whatever route. Previous parenchy- 
mal damage and ureteral obstruction, or a combina- 
tion of both, are the principal determinants. The 
only other two worthy of mention, apart from the 
usual general reference to host resistance, are the 
specificity of certain strains of bacteria and the 
characteristics of the urine which make it a more 
favorable culture medium. It might be a matter of 
no great consequence whether bacteria invading 
the kidney from the bladder reach it through the 
blood stream, the lymphatics, or the ureteral lumen 
or its wall, except that when the last is the case 
there develops secondarily the important element 
of obstruction. This derives entirely from local 
changes, and although it may be attended by al- 
tered patterns of neural activity, it is independent 
of any associated neurological lesion. The signifi- 
cance of these observations, therefore, is not limited 
to the treatment of patients with spinal cord injury 
or disease. 

Pathogenesis is often considered in terms of a 
series of morbid anatomic changes, but these rarely 
develop without associated functional alterations. 
The development of a disease entity depends no 
less on pathological physiology than on pathological 
anatomy. Recognition of this calls for a dynamic 
rather than a static view of the development of 
ascending pyelonephritis, a view which is con- 
sistent with its ultimate evolution, when the patient 
faces the hazards of both infection and failing renal 
function. By the same token, the need for a dynamic 
approach to prophylaxis and treatment becomes 
apparent. The progression of pathological changes 
can often be inferred, and the actual effect of these 
changes on function followed, by x-ray studies. In 
favorable cases, measures to relieve obstruction 
may be instituted. With a normal flow of urine from 
its pelvis, the kidney is in a favorable position to 
resist infection, and in particular those infections 
that arise in the lower tract. 


Summary 
Pyelonephritis may be hematogenous in origin, 
but when it follows isfostion in the bladder, ascent 
through the ureter is more probable. The subepi- 
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thelial tissues of the bladder, ureter, and kidney 
pelvis provide a direct route of invasion which is 
continuous with the interstitial tissue of the kidney. 
The susceptibility of the kidney to infection is 
markedly enhanced by obstruction. Functional ob- 
struction of the ureter may develop when its wall 
is involved in inflammatory changes. It is no less a 
factor than mechanical obstruction would be. The 
functional changes can be followed, and the under- 
tying process inferred, through serial x-ray studies. 
The maintenance or reestablishment of adequate 
drainage of the renal pelvis is a most important 
factor in the prophylaxis and treatment of ascending 
pyelonephritis. 
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DIAGNOSIS AND MANAGEMENT OF THE RARE CAUSES 
OF GASTROINTESTINAL HEMORRHAGE 


James V. Maloney Jr., M.D., Los Angeles 


The patient with gastrointestinal hemorrhage 
represents a problem which is a major challenge to 
the best diagnostic and therapeutic efforts of the 
internist and surgeon. Of individuals presenting 
with upper gastrointestinal bleeding, 80% have 
peptic ulceration of the stomach or duodenum; 5% 
have intrinsic gastric lesions, such as carcinoma or 
polyp; and 5% have portal hypertension with bleed- 
ing due to varices. Thus, the common causes of 
upper gastrointestinal bleeding account for 90% of 
cases. The remaining 10% are due to rare lesions 
and are the special subject of this discussion. 


Preliminary Examination 


The localization of the exact site of bleeding is 
far more important when dealing with the rare 
causes of gastrointestinal bleeding than it is when 
the patient gives a typical history of peptic ulcera- 
tion. Such is the case because chronic peptic ulcera- 
tion causes gross scarring and contracture which 
enables the surgeon to identify quickly the path- 
ology when the abdomen is opened. On the other 
hand, mucosal polyps, congenital telangiectasis, 
and benign tumors may produce lesions anywhere 
along 24 ft. of alimentary canal and may complete- 
ly escape detection by visual inspection and _pal- 
pation. Surprisingly enough, disagreement still 
exists as to how extensive a history and physical 
examination should be done on a patient who is 
admitted to the hospital with active hemorrhage. 
Two recently published textbooks recommend that 
the patient be wrapped in warm blankets and 
heavily sedated with morphine so that the disturb- 
ing elements of history and physical examination 
will not prevent the spontaneous cessation of hem- 
orrhage. With this attitude | cannot agree. Statisti- 
cally, such a patient has between a 3 and 20% chance 
of becoming exsanguinated. There are few surgical 
emergencies in which there is a more urgent need 
for a complete history and meticulous physical 
examination, both performed as soon as possible. 
The treatment of shock, if it is present, is the only 
consideration taking precedence over this prelim- 
inary examination. 

The history not only must include that of the 
gastrointestinal system but should be extended to 
include a detailed history, system review, and 
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enterotomy in the middie of the transverse 
colon. if surgery is undertaken, special atten- 
tion must be given to the anesthesia to pre- 
vent aspiration of gastric contents. 


social and family history. A history of nosebleeds 
or the use of medicaments known to be associated 
with bone marrow depression may be the clues 
necessary to establish a blood dyscrasia as the cause 
of the hemorrhage. As the clinical experience and 
confidence of a physician increases, he is likely to 
forget the dictum taught to medical students: 
“Seventy per cent of useful diagnostic information 
comes from the history, 20% from the physical 
examination, and only 10% from special laboratory 
tests.” 

Similarly, the minute details of the physical exam- 
ination are important. A small supraclavicular node 
or rectal shelf may identify the source of bleeding 
as gastric carcinoma. A cutaneous spider somewhere 
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About 10% of all cases of gastrointestinal 
bleeding involve rare lesions, the treatment 
of which depends on the exact location of 
the source of blood. Treatment of existing 
shock is the only thing that should receive 
precedence over the taking of a complete 
history and physical examination. The es- 
sence of the treatment of active bleeding is 
rapid transfusion of enough whole blood to 
restore normal circulation. The fear that this 
may make the bleeding worse is unfounded, 
ee and the amount of blood needed to restore 
normal vital signs affords a measure of the 
rate of blood loss. Nonmanipulative roentgen 
examination of the gastrointestinal tract 
need not be deferred for fear of recurrent 
hemorrhage. If there has been no hemo- 
temesis it may be assumed that the bleeding 
point is below the duodenojejunal junction, 
and in that case sigmoidoscopic examina- V 
tion and barium enema are essential. Laparot- 
omy with complete examination of the 
abdomen has failed to reveal the site of 
bleeding in from 17 to 45% of cases; 
among the special techniques available in 
such cases are wide goastrotomy, transil- 
lumination, and operative endoscopy. it is 
possible to examine the ascending, trans- 
verse, and descending colon through a single 
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on the body may be the only hint of liver disease 
with bleeding due to esophageal varices. In my 
series of cases, an 8-vear-old boy passed 
ae of blood per rectum and was admitted to 

hospital in profound shock. During the course of 
the physical examination, several purpuric spots 
were noted in the gluteal region, an area of the 
body frequently neglected in the examination of a 
patient sitting or lying in bed. In this case, barium 
enema, gastrointestinal series, endoscopy, and other 
diagnostic tests would have been as fruitless as an 
operative inspection and palpation of the patient's 
gastrointestinal tract. Observation of the purpuric 
spots led to a diagnosis by blood smear of idio- 
pathic thrombocytopenic purpura, and the patient 
was cured by an emergency splenectomy. 

When all gastrointestinal bleeders are considered 
as a group, the minutiae of a detailed history and 
physical examination may be rewarding in onlv a 
relatively small percentage of cases. However, in 
that 10% of patients having one of the rare causes 
of gastrointestinal bleeding, a significant portion of 
them will be spared the delay and inconvenience 
of extensive diagnostic tests. 


Immediate Treatment 


In the treatment of the actively bleeding patient, 
the most important determinant of the patient's 
future therapy is the rate of bleeding. In my exneri- 
ence the patient's estimate of the amount of blood 
vomited or passed per rectum is unreliable. More- 
over, the volume of blood vomited or passed per 
rectum may be a poor reflection of the total volume 
lost from the circulation but retained within the 
intestinal lumen. A somewhat more objective eval- 
uation of blood loss can be obtained by a considera- 
tion of the known association of clinical signs with 
percentage reduction in blood volume. The loss of 
20% of the circulating blood volume may be ex- 
pected to produce tachycardia, narrowed pulse 
pressure, mild hypotension, and the peripheral signs 
of hypovolemic shock, provided this loss occurs in 
too brief a time (one to three hours) to be compen- 
sated for by hemodilution. (Blood volume=about 
7.5% of body weight. Therefore, a 70-kg. [154-Ib.] 
patient showing these clinical signs will have bled 
20% «7.5% 70 kg. kg., or 1,050 ml.). Larger 
acute blood losses will produce a greater tachy- 
cardia and a more profund fall in arterial blood 
pressure. 

The essence of the treatment of the actively 
bleeding patient consists in the rapid ( preferably 
within one hour) transfusion of a sufficient quan- 
tity of whole blood to restore the clinical circulatory 
signs to normal. In general, pulse and blood pres- 
sure will return to normal at a point when blood 
volume is approximately 10% below normal. For 
this reason, a man weighing 70 kg. is given approxi- 
mately 500 ml. (10% 7.5% x70 kg.=—525 ml.) 
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more blood than is necessary to restore the vital 
signs to normal. Provided this restoration of blood 
volume is accomplished within one hour, the physi- 
cian is in an excellent position to estimate the rate 
of bleeding in milliliters per hour during the next 
two or three hours. The rate of blood loss into the 
gastrointestinal tract will be equal to that amount 

necessary to maintain normal vital signs 
during the subsequent hours. 

Repeated determinations of hemoglobin level and 
hematocrit value are of little practical value in the 
presence of massive bleeding, since the process of 
hemodilution requires many hours and depends on 
the state of body hydration and other factors. These 
tests are more helpful in the patient with slow 
bleeding (less than 100 ml. per hour). Hematocrit 
determinations are of distinct help in the evaluation 
of patients with chronic bleeding, since the clinical 
problem here is the treatment of anemia rather 
than hypovolemia. The measurement of blood vol- 
ume by the Evans blue dve technique is a simple 
procedure, but there are serious objections to its 
accuracy in the presence of shock, vasoconstriction, 
and a changing blood volume. The most cogent 
objection to the use of the dye technique is the 
fact that the so-called normal values for an indi- 
vidual of a given weight or surface area are based 
on an average figure obtained from a large popula- 
tion. Even when provided with a measurement of 
the blood volume in a bleeding patient, the physi- 
cian has no way of knowing the normal volume for 
that individual. For these reasons, the readily as- 
sessed clinical circulatory signs are the best guide 
to blood 

The fear that rapid transfusion may reinitiate 
bleeding which has stopped is unfounded. The slow 
restoration of blood volume over a period of four 
or five hours in a massively bleeding patient is un- 
desirable, since the continuing loss of blood into the 
gastrointestinal tract and the varving clinical signs 
make it impossible to estimate the rate at which the 
patient is bleeding. Moreover, prolonged hypo- 
volemia has adverse physiological effects. If the rate 
of blood administration necessary to maintain nor- 
mal vital signs is 500 ml. per hour, the physician is 
dealing with massive hemorrhage. It can be esti- 
mated that the patient will have required 3,500 ml. 
of blood over the ensuing seven hours. Such a 
volume and rate of bleeding would certainly be an 
indication for surgery, even if the site of bleeding 
were not localized. This estimation, therefore, sets 
the time limits within which the definitive diag- 
nostic tests must be completed. 


Special Tests 
In addition to the routine urine and blood tests 
associated with the history and physical examina- 
tion, a blood smear and bleeding and coagulation 
studies are done. There are, in addition, a number 
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of special tests which are of assistance in differen- 
tiating the common from the rare causes of intesti- 
nal hemorrhage. 

For many years, barium examination of the upper 
gastrointestinal tract was deferred for three weeks 
after active bleeding for fear of recurrent hemor- 
rhage. There are now several large series of cases 
which demonstrate that the activity of bleeding is 
in no way affected by the barium meal, provided 
that manipulation of the abdomen is minimal and 
judicious. In those patients with hematemesis and 
not suspected of having esophageal varices, a large 
Ewald tube (no. 30 F) is passed to remove clotted 
and liquid blood from the stomach in preparation 
for the barium meal. The usual nasogastric tube 
cannot be expected to prevent accumulation of 
blood in the stomach unless preliminary removal 
of clotted blood and food residue is accomplished 
with a large tube. The use of a Sengstaken tube in 
the diagnosis and treatment of esophageal bleeding 
is beyond the scope of this discussion. 

The sulfob phthalein test of liver function 
has been of particular value in eliminating esopha- 
geal varices from the differential diagnosis.’ On 
the other hand, demonstration of a severe degree of 
liver impairment by this test does not indicate that 
the patient is necessarily bleeding from varices. 
The increased incidence of peptic ulcer in cirrhotic 
patients is well recognized, and bleeding from alco- 
holic gastritis and hiatus hernia is not uncommon in 
association with cirrhosis. goscopy is con- 
siderably more accurate in the demonstration of 
varices than is the barium swallow done in associa- 
tion with the upper gastrointestinal series. In my 

experience gastroscopy has been of little value in 
the massive bleeder, although it is frequently help- 
ful in patients bleeding slowly from rare lesions 
such as gastric polyp, esophagogastric ulcer, or 
multiple gastric erosions. In patients who have not 
had hematemesis to indicate that the bleeding is 
from above the muscle of Treitz, sigmoidoscopic 
examination and barium enema are essential. 

A long gastrointestinal intubation tube may be 
helpful in localizing the site of a bleeding benign 
tumor, provided that acute massive hemorrhage is 
not a problem. As the tube passes down the in- 
testinal tract under fluoroscopic guidance, repeated 
samples of intestinal contents are made and exam- 
ined chemically for the presence of blood. 


Operative Management 
The operative management of the gastrointestinal 
bleeder is relatively easy provided that the diag- 
nostic studies have revealed the source of bleeding, 
fe So way Sak the general area of the intesti- 
tract in which it is located. It is a general 
that the 


ohn t surgeon should not operate 
unless the site of bleeding has been identified. An 
exception to this occurs when it is impossible to 
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locate the site and continuing hemorrhage threatens 
the patient with death by exsanguination. Unfortu- 
nately, this exception is a frequent one. 

In a significant portion of patients operated on 
without a diagnosis, the source of bleeding will 
immediately be apparent on entering the abdomen. 
Evidence of peptic ulceration, previously undem- 
onstrated by x-ray, is often apparent in the duo- 
denal region. Excessive venous collateral circula- 
tion, gross liver disease, and the elevation of portal 
venous pressure as measured by a saline manometer 
may suggest bleeding from esophageal or gastric 
varices. Even with the whole intestinal tract avail- 
able for palpation and inspection at the time of 
operation, the surgeon has a very poor record in 
finding the source of previously unidentified bleed- 
ing. Gilchrist and Chun * failed to find the site in 
45% of their patients, Stewart and associates * in 
17%, and Cooper and Ferguson‘ in 33%. When 
complete examination of the abdomen fails to reveal 
the source of hemorrhage, there are several maneu- 
vers which are of particular value. 

Wide Gastrotomy.—With Spencer’ | recently 
reviewed my experience with the use of gastrotomy. 
In 11 patients in whom the procedure was carried 
out, the site of bleeding was demonstrated in 10. 
Although gastrotomy has been criticized," it is my 
firm conviction that failure to find it useful is due 
to technical aspects of the manner in which it is 
performed.” A generous 7-in. incision is made on 
the anterior surface of the stomach in such a man- 
ner that no blood from the cut surface of the 
gastric wall contaminates the lumen of the organ. 
Deaver retractors and the operator's hands are 
placed within the lumen of the stomach and an inch- 
by-inch inspection made of the mucosal surface. 
Particular care is taken to visualize the junction of 
the esophageal and gastric mucosa, a common site 
of ulceration associated with reflux of gastric con- 
tents. Gastrotomy is supplemented with duo- 
denotomy when indicated. 

Transillumination.—The jejunum and ileum lend 
themselves particularly well to inspection by 
transillumination. Although a Cameron light may 
be helpful, no special equipment is needed. A 
portable spotlight in a darkened operating room is 
all that is required. The spotlight is lowered to 
table height and the intestine is held in the path of 
its light beam. A folded towel held adjacent to the 
intestine by an assistant shields the operator's eyes. 
Figure | illustrates the ease with which the interior 
of the small intestine may be inspected by transil- 
lumination. The technique is so satisfactory that 
intraluminal objects as small as grape seeds are 
easily visualized. 

Operative Endoscopy.—With the use of a 25-cm. 
lighted sigmoidoscope, it is possible to inspect the 
mucosa of the entire small intestine from the 
pylorus to the ileocecal valve. This method is 
particularly applicable to the distal duodenum 


1 
V. 


Vol. 168, No. 12 


which, because of its 

unavailable to inspection by other 
mobilization of the duodenum by the Kocher 
maneuver, a single enterotomy is made in the third 
portion of the duodenum, thus permitting inspec- 
tion of the ampulla of Vater and the retroperitoneal 
portion of the organ. By telescoping the small 
intestine on a sigmoidoscope it is possible to exam- 
ine its full length with use of only three enterot- 
omies. However, operative endoscopy is usually 
unnecessary in the jejunum and ileum, since in this 
area transillumination is so satisfactory. 

Operative coloscopy is of unique value in the 
detection of obscure bleeding in the colon. Pre- 
operative barium studies, even by the air contrast 
technique, will reveal only half of the polyps pres- 
ent, and inspection and palpation are almost as 
inaccurate.” In patients suspected of bleeding from 
the lower tract, preoperative preparation of the 
intestine with neomycin and phthalsulfathiazole 
(Sulfathaladine) is used. In emergency situations, 
mechanical cleansing of the intestine combined 
with a neomycin retention enema will sterilize the 
colon. The method of coloscopy is illustrated in 
figure 2. By dividing the peritoneal attachments of 
the hepatic and splenic flexures of the colon, it has 
been found possible to examine the entire colon 
through a single enterotomy made in the midtrans- 


Fig. 1.—Loop of jejunum elevated and back-lighted with 
spotlight. Folded towel shields operator's eyes. Top, 
accessory operating room lights are turned off. Bottom, after 
room is darkened. 


verse colon. The rectum and sigmoid are, of course, 
examined per rectum preoperatively. Alternative 
techniques of coloscopy have recently been de- 
scribed by Deddish and Hertz * and by Shackelford 
and McGeehan." 
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Blind —Several authors have re- 
ported that the of a so-called blind 
ology will prevent recurrent hemorrhage in a 
significant number of patients.” Success of this 

on the removal of bleeding 
lesions in the distal portion of the stomach which 


Fig. 2.—Technique of operative coloscopy. After division 
of peritoneal attachments of hepatic and splenic flexures, 
entire colon can be examined through single enterotomy in 
transverse colon. 


cannot be detected by palpation or on the reduc- 
tion of gastric acidity. However, in view of the 
frequency with which bleeding lesions occur in 
the upper third of the stomach, it would not appear 
that blind gastrectomy is always a logical approach 
to the problem. Many authors have reported pa- 
tients who have become exsanguinated from a 
lesion remaining in the proximal stomach after 
blind gastrectomy. 

Gastrotomy.—My experience with gastrotomy 
was recently reviewed with Spencer.” All patients 
who had been operated on for gastrointestinal 
bleeding during the preceding 12 months were re- 
viewed. In by far the large majority of cases the 
bleeding lesion was demonstrated prior to opera- 
tion. However, there remained 18 patients whose 
lesions defied our best diagnostic efforts. In seven 
of these patients the bleeding area was easily 
located by palpation or inspection when the abdo- 
men was opened. The site of bleeding in the remain- 
ing 11 patients was undetermined. These 11 patients 
satisfied what many would consider the criteria for 
blind gastrectomy. Instead of performing such a 
resection, a » gastrotomy was performed by the 
technique previously described. The location of the 
lesions, in three groups, is indicated in figure 3. 
Blind gastrectomy would have cured with certainty 
only the three patients in group 1, in whom the 
bleeding lesion was located in the distal portion of 
the stomach. There were four patients in group 2 
who may, or may not, have been cured, depending 
on the exact location of the resection. In the four 
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Fig. 3.—Schematic presentation of location of bleeding 
lesions in 11 patients subjected to large gastrotomy. Blind 
gastrectomy would have cured with certainty only those 
patients in group 1. 


esophagastric ulcer associated with diaphragmatic 
hernia and in another patient who had bleeding 
due to esophageal varices. On the basis of these 
cases, we believe that a large gastrotomy with 
definite location of the bleeding point is a more 
rational procedure than blind gastrectomy. 
Despite these criticisms of blind gastrectomy, 
there are undoubtedly instances where it is val- 
uable. The wisdom of the statement by Osborne 
and Dunphy ** on this subject is apparent: 
Although we realize that “blind” gastrectomy may be re- 
quired because the lesion cannot be identified at operation, 
we feel that overemphasis of this approach leads to failure 
to identify lesions which will not be removed by gastrectomy 
or the performance of this operation for lesions which might 
not have required it. This is particularly true of the surgeon 
who has not had extensive experience with the obscure bleed- 
ing lesion and who, under the stress of an emergency opera- 
tion, may overlook a demonstrable site of bleeding because 
he does not use a systematic examination — laparotomy 
and fails to appreciate the nature and variety of pathological 
lesions cerned. 


cone 


Anesthesia.—A comment regarding anesthetic 
technique in these cases is pertinent. The presence 
of blood in the stomach presents a special problem 
for the anesthesiologist. A distended stomach is a 
contraindication to the induction of general anes- 
thesia, and active bleeding makes gastric aspiration 
unreliable. Rapid induction and tracheal intuba- 
tion with barbiturates and muscle relaxants has had 
an unfortunate popularity in this situation. The 
sudden relaxation of the diaphragmatic hiatus with 
this technique may produce massive regurgitation 
and aspiration of blood and barium before the 
endotracheal tube can be placed. An acceptable 


technique consists in the placement of the endo- 


Cast 1.—A 54-year-old woman, suffering from gastroin- 
testinal hemorrhage, was noted to have a number of fibromas 
of the skin as well as a café au lait spot in her lumbar region. 
By the passage of a long intestinal tube under fluoroscopic 
guidance with repeated aspiration of the intestinal contents, 
the site of hemorrhage was demonstrated to be just below 
the muscle of Treitz. A preoperative diagnosis of von Reck- 
linghausen’s neurofibromatosis intestinalis was made. Opera- 
tion confirmed the presence of bleeding neurofibromas 1 ft. 
below the ligament of Treitz (fig. 4, top). 


Fig. 4.—Illustrations of rare lesions diagnosed preopera- 
neurofibromat 


tively. Top, intestinal osis (Recklinghausen’s 
disease ). Bottom, intestinal telangiectasia. 


intestinal bleeding with anemia. 
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patients in group 3, the bleeding lesion was far up tracheal tube with the patient under topical anes- 
in the gastric remnant or esophagus, and it would thesia and awake. General anesthesia is begun only 
presumably have continued to bleed after a blind after the cuff of the endotracheal tube is inflated. 
resection. In addition, the routine use of blind The possibility of aspiration is thus avoided. 
gastrectomy in these cases would have unnecessarily C 
removed the stomach in one patient who had an Report of 
An enumeration of all of the rare causes of gas- 
(\ \ } trointestinal bleeding is beyond the scope of this 
: a >. _—, discussion and, in fact, would be quite impossible. 
Med, Regardless of the exact nature of the bleeding 
lesion, the general diagnostic and therapeutic 
regimen outlined above may be expected to give 
satisfactory results in the majority of patients. Two 
I cases are presented in brief to illustrate the value 
of the diagnostic and surgical approach outlined 
— 
history revealed that she had not yet undergone the menarche, 
and physical examination demonstrated delayed development 
of secondary sex characteristics. A preoperative diagnosis of 
ee §8§=— congenital intestinal telangiectasia was made, a condition 


Vol. 168, No. 12 


This diagnosis was confirmed at operation where a 

tatic lesions ( fig. 4, bottom). 


These cases illustrate well the principle that a 
carefully taken history, a meticulous physical exam- 
ination, and the judicious use of special tests per- 
mit an accurate preoperative diagnosis even in the 
presence of extremely rare diseases. 


Summary 


The rare causes of gastrointestinal bleeding ac- 
count for 10% of all cases of hematemesis and 
melena and, therefore, represent a surgical problem 
worthy of careful attention. It is recommended that 
the physician pursue an aggressive diagnostic pro- 
gram which begins with complete history and 
meticulous physical examination and includes all 
routine laboratory work. A judiciously performed 
x-ray study with barium meal should be done early 
in the patient's course. It can be expected to give 
much information and will not adversely affect the 
bleeding process. The sulfob phthalein excre- 
tion test, esophagoscopy, gastrointestinal aspiration, 
and other special diagnostic procedures may be 
indicated by the circumstances in individual cases. 
Regarding operative management, the most im- 
portant dictum is that which states that the surgery 
must be deferred until the source of bleeding is 
located. It is universal experience that the surgeon 
is poorly equipped to locate the source of bleeding 
at the time of operation. However, operation must 
frequently be performed in those patients who fail 
to respond to transfusion and in whom exsanguina- 
tion threatens. Under these circumstances, palpa- 
tion, inspection, gastrotomy, transillumination, and 
operative endoscopy are valuable technical aids. 
Blind gastrectomy may miss a significant number of 
bleeding lesions in the gastric remnant. A large 
gastrotomy permits direct examination of the in- 
terior of the stomach, the lower end of the 
esophagus, and the duodenum and offers a more 
rational operative approach than blind gastrectomy. 
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Even the physician who approaches the problem 
of obscure gastrointestinal bleeding with consum- 
mate care, wisdom, and skill will encounter some 
patients who defy diagnosis and die of hemorrhage. 
It is perhaps some consolation to him in such cases 
that even the pathologist is occasionally unable to 
find the source of bleeding at autopsy. 
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sive acute gastrointestinal hemorrhage can be effectively managed with an 


Ce sc OF GASTROINTESTINAL HEMORRHAGE.—Patients with mas- 


initial trial of vigorous transfusion therapy, providing its limitations are strictly 
observed. These are (1) failure of response to 5 pt. of blood within any 24-hour 
period; (2) failure of response to any amount within 48 hours, or (3) rebleeding 
under treatment. Any one of these indicates need for prompt surgical intervention. 
A relatively fixed mortality rate has been observed over the years for massive acute 
upper gastrointestinal hemorrhage, despite the increasing availability and use of 
whole blood. New measures for these patients are needed if mortality is to be low- 
ered. Some help may come from earlier decision about operation, guided in each 
patient by his response to transfusion therapy.—D. W. Elliott, M.D.; Richard Hartle, 
B.S.; Foster Marshall, M.D.; and R. M. Zollinger, M.D., Response to Transfusion as 
Guide in Management of Upper Gastrointestinal Hemorrhage, A. M. A. Archives of 


Surgery, September, 1958. 
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REHABILITATION OF THE PATIENT WITH LONG-TERM 
RESPIRATORY PARALYSIS 


Harold N. Neu, M.D., Omaha 


Medical science is continually impaled on the 
horns of dilemmas of its own creation. The develop- 
ment of the tank respirator has occasioned the 
saving of the lives of thousands of patients who 
otherwise would have died. At the same time, its 


pleted to such an extent that continued respiratory 
aid of some sort is needed if a reasonably useful 
life is to be permitted them. There are many others 
whose pulmonary reserve is adequate to meet the 
activities of daily living, provided that respiratory 
infection does not supervene. With the incidence of 
paralytic poliomyelitis reduced by the poliomyelitis 
vaccination programs, there is danger that this 
group of patients will be forgotten by the average 
physician who attends them, unaware of the further 
rehabilitation needs of these patients for whom the 
Salk poliomyelitis vaccine came too late. 

In a recent survey, Landauer and Stickle ' esti- 
mated that between 1952 and 1956 there were ap- 
proximately 9,600 patients with poliomyelitis who 
had a history of use of respiratory aids during some 
period of their illness. This is estimated to be 15% 
of persons with paralytic disease in this period. In 
their analysis of the poliomyelitis cases reported 
between 1952 and 1956, they also concluded that 
17.4% of the patients were found to have severe 
pase of all eight body areas reported, namely, 

arms and both legs, intercostal muscles, dia- 
phragm, trunk extensors, and abdominal muscles. 
The patient with respiratory crippling is usually 
further handicapped by loss of muscular power to 
perform simple activities of daily living. 


Respiratory and Rehabilitation Centers 


Since 1950, the National Foundation for Infantile 
Paralysis * has aided the establishment of 17 respira- 
tory and rehabilitation centers by assuming the 
sponsorship and financial help needed for their 
operation. These centers are located in teaching 
hospitals that are affiliated with medical schools. 
They vary in size from units of 15 to 160 beds. 
Leadership varies from center to center only in 
that it stems from different disciplines, such as 
pediatrics, internal medicine, neurology, ortho- 
pedics, and physical medicine. The primary purpose 
of the centers was to stimulate the development 
and demonstration of techniques and procedures 
which would enable patients afflicted with severe 
respiratory difficulties and associated paralysis re- 
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were selected for special study. Such po- 
tients require continued care equivalent to 
thot given to the acutely ill patient, and 64 
of them arrived in tank respirators. The 
average period of rehabilitation was 8 
months, but some required more than 12 
The most frequent complications were renal 
calculi (detected in 38 patients) and 
atelectasis (in 36). The best results were ob- 
tained when the process of weaning from 
it, Although 98% of the patients were freed 
from the tank respirator, only 16% were 
freed from all respiratory aid. Five patients 
died at the center, but 80 were able to re- 
turn to private home care, and 44 were 
cared for completely by the family. Sixteen 


sulting from poliomyelitis to return as rapidly as 
possible to normal life. In the past, the life-threaten- 
ing character of respiratory paralysis dominated the 
thinking of the physician who treated the disease. 
He gave little thought to the dilemma which he had 
created, namely, that of a quadriplegic patient who 
continued to require respiratory aid. Experience by 
various centers has demonstrated that maximum 
rehabilitation is obtained when the first clinician 
who has seen the patient is aware of the problems 
that long-term respiratory paralysis can create. 
Some of the centers have been located in large 
metropolitan areas, so that ready referral of patients 
from acute services could be obtained. In some of 
these instances, members of a center's team were 
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long-term respiratory paralysis creates 
problems of rehabilitation. Experiences of a 
respiratory and rehabilitation center of 30 
use has left in society a large group of respiratory beds are here analyzed. Twenty beds were 
cripples whose pulmonary reserve has been de- reserved for patients with chronic respira- 
tory poralysis. In a five-year period there 
have been 375 admissions, including read- 
missions for rechecks, and the 100 patients 
with the most marked involvement of respira- 
tory and other neuromuscular mechanisms 
patients who were housewives continued as 
the dominant figures in their home situation 
despite continued dependence on respiro- 
tory aids. A program of comprehensive care 
and rehabilitation for this type of potient is 
ee economically desirable and hes incalculable 
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a most desirable arrangement. Other centers are 
located in such a manner that referrals to them 
come from many states and usually quite a few 
months after the acute onset. Since there is every 
reason to believe that there will continue to be iso- 
lated patients, particularly young adults, who will 
contract paralytic poliomyelitis with respiratory 
complications, | have undertaken to present some 
of the experiences of one of the centers which is 
in this latter category. It is hoped that this peng 


was established at Creighton Memorial St. Joseph's 
Hospital, Omaha, in 1953 has 30 beds under its 
jurisdiction, with 20 of these beds reserved for 
patients with chronic respiratory paralysis. The 
usual medical and nursing facilities of a department 
of rehabilitation, including such co-professional 
personnel as physical therapists, occupational thera- 
pists, medical social workers, vocational psycholo- 
gists and counselors, orthotists, and speech and hear- 
ing therapists, are available for the care of these 
patients. The direction of the program is under the 
department of medicine. Consultant services in the 
fields of neurology, pediatrics, physical medicine, 
orthopedics, otolaryngology, urology, psy- 
chiatry are utilized in a regular service rotation. A 
pulmonary function laboratory with a respiratory 
physiologist in charge is available for the medical 
evaluation of the respirator patients. 

In the approach to the patient, attempts are made 
to take into account the patient as a whole human 
being, with physical, mental, emotional, spiritual, 
social, and vocational problems all interrelated. A 
team approach, which is physician-directed but 
patient-centered, is concerned about integrating 
these various aspects of the patient's problems for 
his maximum benefit. Multiprofessional staff con- 
ferences are indispensable in attaining reasonable 
goals for the patient. As a result, physician, nurse, 
physical therapist, occupational therapist, medical 
social worker, psychologist, orthotist or engineer, 
vocational counselor, and educational coordinator 
meet regularly to reach agreement on total patient 
care objectives and thereby maintain consistent 
attitudes toward the patient and his family. The 
Respiratory and Rehabilitation Center has been 
particularly fortunate in having all of the various 
disciplines located contiguously. Thus, daily asso- 
ciation with each other helps to break down the 
professional barriers which frequently exist between 
different professional groups. It also lends to rapid 
and free communication which is so essential in 
comprehensive care planning. Benton and Kriete * 
have pointed out that the scope of management of 
the respirator patient challenges one’s knowledge of 
the field of rehabilitation medicine. 
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Source of Material for Study 

Since the center opened five years ago, there 
have been 375 admissions. This includes, however, 
a number of readmissions of patients for short 
periods of evaluation some months or years after 
their initial admission. In order to provide data that 
were meaningful, 100 patients whose respiratory 
involvement, and involvement in other body areas, 
was the most marked were selected for this study. 
Only the patient's first admission was considered, 
since it was our policy to keep the patient initially 
until a satisfactory program for his disposition could 
be 1 or until the staff felt that maximum 
rehabilitation had been obtained. 

In this study, 100 patients are presented for 
reasons of statistical simplicity. They represent, 
however, the selection of the most difficult re- 
habilitation problems we have encountered in our 
experience. As has been mentioned in previous re- 
ports,’ the patients were brought to the center by 
air evacuation, ambulance, or train. Thev tolerated 
the air evacuation satisfactorily. This method has 
been most useful in that it greatly shortens the 
time of transit. Most of the patients came from the 
states of Nebraska, lowa, Kansas, Minnesota, and 
South Dakota, although at least 32 of the group 
came from 12 other Midwestern and Rocky Moun- 
tain states. This factor may have influenced the age 
distribution of our patients, in that parents of 
vounger children may be more reluctant to send 
them great distances for medical care. 

There were 52 males and 48 females in the group. 
Seventy-four were between 10 and 30 vears of age. 
This adds significance in the rehabilitation process. 
On the one hand, it is a period of life where physi- 
cal appearance is a matter of considerable concern 
and deformity can be threatening. On the other 
hand, most of the patients were alert and enthusias- 
tic, and their minds had not been greatly damaged 
by organic changes. 

The source of admission for this group of patients 
was primarily other hospitals, 88 belonging in this 
category. Twelve patients were admitted from a 
private home or a nursing home. The hospitals as 
sources of admission varied from small 24-bed units 
in isolated rural communities where the patient had 
been the only one with poliomyelitis to larger 
metropolitan institutions in which an acute polio- 
myelitis service had been maintained. In many of 
the smaller institutions, private duty nurses were 
required around the clock for the patient even 
many months after onset, thereby raising the per 
diem cost for such patients to levels as high as 
$50 or $60. 

Spencer * has clearly shown that the ideal pro- 
gram is effected when the staff can establish con- 
fidence in the patient and his family during the 
acute stage, again when it can wean the patient 
from respiratory assistance in the immediate post- 
acute stage, and, from this point, when it can pro- 
ceed into an active rehabilitation program for 
convalescent respirator patients. In our group of 
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; able to participate in the direction of acute service, 
tients and that it will demonstrate the economic 
value of the comprehensive rehabilitation program 
for even the patient with severe respiratory involve- 
ment and quadriplegia. 
The Respiratory and Rehabilitation Center which 


this optimum condition could not be 
marci Figure 1 indicates the distribution of the 
patients according to the time of onset prior to ad- 
mission to the center. Sixty-six of the patients had 
had their acute onset more than eight months 
prior to admission. 

Assuming a modest per diem cost of $20 prior to 
idmission to the center, $1,356,000 had already 
been spent for the care of these patients. It would 
be reasonable to assume that this cost would con- 
tinue for most of them indefinitely unless some 
ittempt at rehabilitation was made. These figures 
ilso show that the long-term cost to the respirator 
yvatient cannot be thought of in terms of simple 
ustodial care because of the of the 
nechanical equipment that is required to keep the 
yatient living from day to day. Continued care of 
he respirator patient without a vigorous program 
rehabilitation usually amounts to the same as 
cute care. 


prior to admission to Respiratory and 
Bottom, period of time in center. 


Status of Patients on Admission 


Respiratory Status.—Of the 100 patients, 64 were 
brought to the center in a tank respirator, 31 were 
using a chest respirator, and only 5 had been using 
a rocking bed at home. The type of respiratory aid 
used usually correlated with the severity of the 
patient's physical impairment; however, there were 
exceptions to this. In a few patients who, on ad- 
mission, used lesser aids, there was immediate 
recognition that greater respiratory aid would be 
required to maintain adequate oxygen saturation 
and pCO, levels. In a few others, the need for 
hyperventilation was such that although the patient 
was admitted in a tank respirator he could be very 
soon weaned to a lesser respiratory aid. 

The vital capacity is routinely measured in all 
patients and compared to predicted normals, with 
use of standards previously described in the litera- 
ture. In this study, the vital capacities varied from 
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less than 100 cc. up to 1,000 cc. In each of the 
patients the vital capacity was less than 30% of the 
predicted normal. Seventy-nine patients were ad- 
mitted with vital capacities less than 15% of normal. 

Affeldt and co-workers,” in a study concerning 
the prognosis for respiratory recovery in severe 
poliomyelitis, showed that of 500 respirator patients 
364 became free of all respiratory equipment within 
two years of onset. They noted, however, that 83% 
of these 364 patients were freed within six months 
after onset. Their study showed that the greatest 
incidence of removal from respiratory equipment 
occurred during the second and third months after 
onset, with a rapid decline thereafter to a low in- 
cidence. In the present series of patients, 66 were 
still in a respirator eight months or more after the 
onset 


This experience indicates that vital capacity is 
valuable in determining the need for respiratory 
aids but it is of much less value in determining 
when the patient will be removed from respiratory 
equipment. A rule of thumb which has been found 
useful is that patients with less than 10% of pre- 
dicted normal vital capacity will require respiratory 
aid all the time, in most cases a tank respirator, at 
least during the night. Patients with vital capacities 
of 20 to 30% of normal require respiratory aid dur- 
ing part of the day but are able to go unassisted for 
small periods of time provided that their activities 
are not too strenuous. Patients whose vital capaci- 
ties are 40 to 50% of normal may be completely 
freed of respiratory aid, depending on the breathing 
pattern their type of paralysis permits them to 
adopt. Dail and Affeldt” have emphasized the 
effect of body position on respiratory muscle func- 
tion, and they have pointed out that certain patients 
breathe best in a supine position and others in the 
erect or sitting position. A number of these patients 
with less than 40% of normal vital capacity have 
been able to get along successfully with a less 
amount of respiratory aid when they wore a special 
spring compression abdominal belt which substi- 
tuted for the paralyzed abdominal muscles. 

Physical Impairment Status.—In the survey of 
Landauer and Stickle’ previously quoted, the in- 
cidence of quadriplegia was 2.5% and paralysis of 
both arms occurred in 6% and of both legs in 16%. 
In our group of patients (fig. 2), 80 had quadri- 
plegia, 10 had involvement of both upper extremi- 
ties, and 5 had paraplegia. In three patients the 
involvement was spotty, involving many of the eight 
areas of the body previously mentioned. In two in- 
stances, although the extremities were nearly 
normal, the trunk and diaphragm were markedly 
involved and the patients required continued re- 
spiratory aid. 

Since a few patients with types of serious dis- 
abilities other than poliomyelitis were also admitted 
to the center, the staff had an opportunity to evalu- 
ate the relative difficulties in rehabilitation manage- 
ment of these different types of disabilities. In their 
opinion, the traumatic cervical cord injury at levels 


20 24 “Beeld YRS 


Vol. 168, No. 12 


of C-5 and C-6 provided more difficult problems of 
rehabilitation than did quadriplegia due to polio- 
myelitis in a patient who required respiratory aid. 
The patient with bilateral upper extremity amputa- 
tion, however, presents less difficult problems of 
management than does the patient with poliomyeli- 
tis with bilateral flail upper extremities together 
with respiratory impairment. 


Period of Treatment in the Center 


Landauer * has reported that in 1956 the average 
period of rehabilitation for respirator patients in all 
the centers was approximately seven months, where- 
as patients without respiratory involvement required 
an average of 54 days in the centers. Figure | 
indicates the distribution of patients according to 
the varying periods of time required in the center 
for a satisfactory program to be completed. The 
average was eight months, although it must 
be admitted that 15 of the patients required more 
than 12 months. When one applies the per diem 
cost of $25 to this group of patients, excluding 
teaching and research, the cost of the program in 
the center was $600,000. The Respiratory and Re- 
habilitation Center forms the hard core of a teach- 
ing program in rehabilitation *; thus, the costs of 
patient care, research, and education cannot be 
easily separated. It is our judgment, however, that 
this per diem figure represents costs of only basic 
patient care in the center. 

Complications.—In this group of patients, the 
efforts of the rehabilitation team were frequently 
delayed or thwarted by varying complications. 
Dunning and Plum * have shown that severe diffuse 
paralysis is associated with hypercalciuria for peri- 
ods as long as 30 weeks after onset. In this series, 
38 patients had renal calculi detectable by x-ray. 
There undoubtedly were some others in whom their 
presence was not recognized except by occasional 
attacks of renal colic or recurring urinary tract 
infections. 

Atelectasis was the next most common complica- 
tion, occurring in 36 patients. It required constant 
alertness on the part of the staff during the winter 
months, particularly in those patients who had 
tracheostomy. Experience has shown that early 
closure of the tracheostomy helps to avoid this 
complication. The physicians were usually reluctant, 
however, to do this until the patient had 20-30% of 
his predicted normal vital capacity. Surprisingly 
enough, thrombophlebitis occurred in only five of 
the patients. This may be accounted for by the 
oul y age level of these adults 

have presented elsewhere gastrointestinal 
complications in this type of patient. One complica- 
tion, gastric dilatation, was more frequent (oc- 
curring in eight patients in this group) than is 
usually seen in the average hospital population. As 
a result of experience with this complication at the 
center, it has been suspected that a number of un- 
expected deaths of patients with long-term respira- 
tory paralysis in home care situations are secondary 


the thousands of times that positive pressure has 
patients with chronic 


cedure will result in a distinct contribution to the 
patient's rehabilitation. The creation of a useful 
hand, when possible, in the patients represented a 
great aid to the rehabilitation program. Therefore 


Fig. 2.—Physical impairment status of 100 patients on 
admission. 


common procedure, performed in 11 instances. 
Nickel and co-workers," in a much larger series, 
have shown that patients with severe respiratory 
paralysis can be given the of reconstructive 
surgery without too much risk, providing a team 
is available to handle the respiratory complications. 
Resection of the iliotibial band was done in one 


instance. 

Most of the other procedures were urologic, done 
with the hope of developing methods of solving the 
problem of renal stones. These procedures included 
nephrectomy (one), cholecystectomy (one), pyelo- 
lithotomy (two), and cystolithotomy (four). After 
five years of experience, the urologic consultants 
reserve their procedures for those patients whose 
progress in the rehabilitation program gives definite 
— of few recurrences of the renal complica- 


as performed in one patient has been 

repel ewer This patient was the first one 
itted to this center. It is interesting to note that 

he continues in a home care program five years 
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to this complication rather than due to the pul- 
| monary insufficiency to which the death is usually 
attributed. One instance of pneumothorax followed 
the administration of positive pressure in a manner 
—————E—E>Oy»> respiratory paralysis, it was felt that this complica- 
tion was of little significance. Other complications 
included gastric hemorrhage (five), thrombophle- 
bitis (five), bronchiectasis (two), cardiac arrest 
(two), peptic ulcer (two), and myositis ossificans 
(one). 

Surgical Procedures.—Many minor procedures, 
such as tracheostomy, cystoscopy, and others, are 
performed on these patients. Usually, major pro- 
cedures are avoided unless it is felt that the pro- 
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later, although his vital capacity is less than 600 cc. 
In rehabilitation centers, the surgeon, except for the 
orthopedist and urologist, is often forgotten as a 
contributing member of the rehabilitation team. 
This may mean losing skills which are of great ad- 
vantage to the patient. 

Effect of the Center Program 


When the Respiratory and Rehabilitation Center 
was established, there was considerable emphasis 
on the importance of freeing patients from = 
respiratory aid. Weaning programs were set up 
this specifically as a goal. As the staff gained ex- 
— it became apparent that one should sacri- 

weaning speed when necessary to allow neuro- 
muscular rehabilitation to concomitantly. 
It is obviously more desirable to have a well-ad- 
justed, clear-thinking individual using respiratory 
aid than to have a chronically ventilated, 
tired, stressed, and irritable patient who breathes 


Fig. 3.—Effect of center's program of treatment on ability 
(100 patients). 


Riley and Batson '* have pointed out that success 
in weaning from respiratory aids is dependent on 
many factors, most important being the degree, 
extent, and distribution of paralysis. They noted 
that only 1 of 13 patients with more than 90% 
paralysis was completely freed of respiratory aid. 

In the present series of patients, only 16% were 
freed of all respiratory aid. Ten per cent had their 
status unchanged. In 37% of the patients, the re- 
spiratory aid consisted only of a rocking bed at 
night. This was usually the case in the patient who 
had 25-30% predicted vital capacity but whose 
diaphragmatic paralysis was nearly complete. Some 
of the studies on such patients during sleep sug- 
gested that the arterial oxygen saturation declined 
and the carbon dioxide levels increased significant- 
ly, thereby placing the patient in a deficit from 
which he had to recover during the daytime. 

Most striking, however, is the fact that 98% of the 
patients were freed of a tank respirator—an impor- 
tant gain, since it was often unsatisfactory to plan 
home care programs when tank respirators would 
be required in the home. Those patients who re- 


ily to such scales. Therefore, the improvement 
ability was graded in terms of slight, moderate, 
marked, and complete recovery. It should be noted 
that figure 3 refers to the effect on abilitv. The les- 
vsical impairment was in most in- 
stances slight, in some moderate; but where such 


into consideration, the improvement in ability may 
be listed as is reported here. Thirty-one of the pa- 
tients showed slight improvement, 39 moderate, 
and 25 marked. There were no complete recoveries. 
In this group of patients, five died at the center. 
One patient died of pyelonephritis and hyperten- 
sive encephalopathy. A second patient died after 
resection of the iliotibial band. This death was due 
to cardiac arrest at the time of surgery. A third 
patient died after acute gastric dilation, despite all 
attempts to correct the severe distention and elec- 
trolyte imbalance created by this complication. A 
fourth patient had previously had a nephrectomy 
and subsequently developed pyelonephritis and a 
inephritic abscess in the remaining kidnev. The 
h patient was brought into the center in the last 
month of pregnancy with toxemia and congestive 
heart failure. This case was unusual in that a post- 
mortem cesarean section was performed and, de- 
spite the severe hypoxia to which the patient had 
been subjected during the last trimester of her 
pregnancy, a live, normal infant was delivered who 
now, two vears later, gives no evidence of any 
prenatal injury. 


Disposition of Patients 


Figure 4 indicates that, even with patients as 
severely paralyzed as this particular group, it is 
possible to return 80% of them to private home care 
programs. This point will be mentioned again, but 
the enormous saving in patient care costs which 
has resulted from the change from a hospital per 
diem cost to a home care program cost more than 
justifies the efforts of a specialized center. As 
Landauer * has pointed out, the best available pa- 
tient care is the most economical in the long run 
and inadequate care is wasteful and expensive. The 
economics of the Respiratory and Rehabilitation 
Center are important considerations, but a detailed 
review of the 100 patients and specific case his- 
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quired more respiratory aid than was provided 
alone by the chest respirator or rocking bed could 
be managed with a rocking bed which was syn- 
chronized with a chest respirator. Only two of the 

red this special equipment. 
of the center's program on lessening 
conversely, the improvement of abil- 
difficult to quantitate. Although use 
care rating scale and vocational rat- 
as advocated by Hoberman and 
ld have been preferred, it was felt 
ity of the disability of the present 
- was such as to not lend itself 
factors as ability to perform some activities of daily 
unaided. living, use of adaptive devices, psychosocial adjust- 
ment, and a sense of a realistic goal were taken 
39 
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plished by this type of rehabilitation program. 

Home Care Programs.—It was recognized from 
the onset that medical social service would be of 
great importance in coping with discharge 
patients with severe, complex disabilities. Further- 
more, the varied locations of the patients admitted 
to this center required that a medical social worker 
spend much time in travel. Prior to the discharge 
of each patient, the medical social worker sur- 
veyed the local resources of the community, the 
family, and the available medical facilities. Her 
visits did much to prepare a sound home care pro- 
gram. In a previous survey '* of 35 patients, the 
manner and ease with which severely disabled 
patients could be integrated into home care situa- 
tions, at much reduced cost to society, were im- 
pressive. Furthermore, an analysis of the day by 
day activities of that group of patients revealed 
that they were leading not only active lives but 
useful ones. 

The stability of home care programs depends on 
three factors: 1. The degree of self-acceptance 
and acceptance of others which the patient is able 
to attain. The stay in the center, week-ends spent 
in the home environment, and local trips to shows, 
games, and other activities prepare the patient for 
the time when he must go home. 2. Acceptance of 
the patient by the family. This is ‘achieved by un- 
limited visiting hours, regular counseling sessions 
with members of the family, and periodic home 
visits before final disposition. 3. Adequacy of the 
home facilities. This factor requires preliminary 
visits by the medical social worker, the securing of 
an attendant, if needed, and the training of an 
attendant and members of the family concerning 
the use of respirator equipment. 

In a recent questionnaire survey of this group of 
patients, which was supplemented by data in the 
medical social service files, it was noted that 44% 
of this group of patients had no attendant at home 
but were cared for completely by the family. 
Thirty-six per cent required full-time attendants 
and 20% part-time attendants. The staff at this cen- 
ter feels that it is important that the home care 
situation be not so difficult as to jeopardize the 
integrity of the family. This point is carefully 
checked on subsequent readmissions of the patient 
for short evaluations. The staff is also kept in- 
formed by the regional medical social workers of 
the National Foundation for Infantile Paralysis, 
who make periodic visits to these patients through- 
out the United States. 

In this recent survey, it was found that 88% of 
these patients in home situations still receive aid 
from the National Foundation for Infantile Paraly- 
sis. This primarily consisted of payment of salaries 
for the attendants, maintenance of respiratory 
equipment, and local medical care for minor super- 
vision that would be needed. Occasionally, how- 
ever, short periods of hospitalization have become 


necessary to tide the patient over Ant 
spiratory infection. Li 


gain in human dignity, the example of courage for 
others, and the maintenance of family strength for 
unity can only be documented by individual case 
histories. 

Vocational Goals.—The success in attaining 
proper vocational goals is determined by a number 
of factors: (1) the natural and educational endow- 
ments of the individual; (2) motivation; and (3) vo- 
cational opportunity. In the survey of this group of 


STILL IN HOSPITAL 
Fig. 4.—Disposition of 100 patients from center (9 died 
after disposition to private homes ). 


patients, it has been found that 10% are employed 
full time. Among these are a corporation lawyer 
who completely supports himself and his family, 
farmers who direct the operation of their farms, 
insurance salesmen, magazine subscription sales- 
men, and others in similar occupations. Ten per 
cent of the group are employed in part-time activ- 
ities. These usually are of a home-bound nature or 
office practice, such as accounting or reception 
work. Ten per cent of the group could be classified 
in the student category, in that they are pursuing 
their academic work in cither high school or col- 
wor. A group that has been of particular interest is 

the housewives, comprising 16%. They have con- 
tinued in the role of the dominant central figure 
in the home situation, despite the fact that they 
have residual severe paralysis and require respira- 
tory aid. 

In 54% of the patients, no vocational goal was 
realized. That was attributed to a lack of the three 
factors enumerated. It is unrealistic to assume a 
vocational goal for a person who has quadriplegia, 
who requires respiratory aid, and who has an IQ 
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. tories would be necessary to give the full picture upper re- 
of the humanitarian values that can be accom- may be 
readmitted to the center for short periods of re- 
evaluation, usually one or two weeks long, depend- 
ing on the distance the patient lives from the cen- 
ter. Those in the immediate vicinity are seen on an 
outpatient basis at shorter intervals. How success- 
ful is such a home care program? The recent survey 
indicates that such programs have remained stable 
in 80% of cases. As was stated before, the reduction 
in cost to society more than justifies the economic 
expenditure on the program of rehabilitation. The 
8(I°) 
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of 75. In a small percentage, the lack of motivation 
may have hindered realization of a vocational goal. 
More frequently, however, the lack of vocational 
opportunity was responsible. Many of the patients 
came from small communities scattered throughout 
many states. Although an excellent liaison was 
maintained with those state departments of voca- 
tional rehabilitation which were satisfactorily or- 
ganized and as many of the patients were referred 
to such departments as was possible, experience 
has indicated that most of these departments were 
reluctant to undertake responsibility for the se- 
verely disabled patients. This was based on the 
difficulties that occurred in securing proper voca- 
tional opportunities for home-bound patients in 
agricultural areas. As time has gone by, there is 
improvement in this direction, particularly in some 
of these states. The placement of a severely dis- 
abled patient in a small agricultural community 
need not be more complex than similar placement 
in a large urban, industrial area. Considerable edu- 
cation of communities will be needed, however, 
before this can be accomplished. Emphasis is 
placed here on vocational goals not because it is 
believed that they are logical goals for these pa- 
tients but because they represent the need of every 
human being to live a useful and productive life. 
This need should not be destroyed. 


Comment 


Subsequent readmissions of earlier patients has 
shown that rehabilitation goals are relative, de- 
pending on a number of factors. These are (1) re- 
habilitation readiness, (2) the growth of skills and 
competence in the team, and (3) untoward or un- 
expected complications. In the matter of rehabili- 
tation readiness, it was often noted that the patient 
had been ill-prepared for the possibility of long- 
term disability, even though the onset of his dis- 
ease had been many months prior to his admission 
to the center. When unrealistic goals had been 
given the patient, it was found that the rehabilita- 
tion process was greatly retarded. This occurred so 
regularly that most of the staff could predict its 
occurrence soon after the patient was admitted. 
This experience emphasizes that nearly all patients 
faced with the prospect of catastrophic disability 
react with severe depression at some phase in their 
illness. This depression may be manifested in differ- 
ent ways, depending on the personality structure 
present prior to the onset of the catastrophe. There 
is no simple rule of timing which enables one to 
predict the development of self-acceptance. 

The second factor, namely, growth in compe- 
tence and teamwork of the staff, was accomplished 
by the spirit of interchange and collaboration that 
has existed between the various centers. This was 
fostered by annual conferences on physiological, 
clinical, and psychological research on patient care 
and administrative problems. 
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The third factor, untoward or unexpected com- 
plications, continually plagued the Respiratory and 
Rehabilitation Center staff. This was particularly 
true during the winter months, with the attendant 
respiratory complications, and during the hot sum- 
mer months, with the genitourinary and gastro- 
intestinal complications. During the past winter, 
the Asian influenza epidemic resulted in problems 
of management for a few patients, although the 
center's population, as well as those who had been 
previously released, were protected by vaccination. 


Summary 


Although the Salk poliomyelitis vaccine has 
greatly reduced the incidence of poliomyelitis with 
respiratory involvement, there remains a group of 
respirator patients with long-term disability who 
will constitute the residue of epidemics for some 
years yet to come. A program of comprehensive 
care and rehabilitation for this type of patient is 
economically feasible and desirable. 

A group of 100 respirator patients with long-term 
disability were studied to ascertain the value of 
a specialized center for the care of this tvpe of 
patient. Vocational goals and home care programs 
may be realistically planned for the rehabilitation 
of such patients. The teamwork and skills required 
for the management of the patient with long-term 
respiratory paralysis are transferable to the care of 
those with lesser disabilities. 


407 S. 16th St. (2). 
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THE PATIENT AND PHYSICIAN IN CARDIAC SYMPTOM FORMATION 
ANGINAL SYNDROME 
William N. Chambers, M.D., Hanover, N. H., Joseph L. Grant, M.D., White River Junction, Vt. 
and 


Kerr L. White, M.D., Chapel Hill, N. C. 


In the past 15 years there have been numerous 
articles concerning the role of the physician in caus- 
ing symptoms and disability, particularly in rela- 
tion to the heart.' The term “iatrogenic disease” is 
common. It has been stated that physicians may 
be potent mobilizers of anxiety in patients and 
may often initiate disabling illness by poorly con- 
sidered remarks, acts, or unjustified restrictions. 
Physicians are warned to be cautious in what they 
say or do before patients and are admonished to 
avoid the slightest misunderstanding, lest they set 
in motion the progression of symptoms which will 
eventually result in the invalidism of a previously 
healthy person. 

This study is an attempt to evaluate the part of 
both patient and physician in the formation of 
symptoms suggestive of angina pectoris, especially 
in patients with normal hearts. Our interpretation 
indicates that the majority of such patients have 
neurotic patterns well established and that exces- 
sive concern with their hearts already has taken 
place by the time a physician is consulted. How- 
ever, the doctor may fail to recognize that the 
symptoms are primarily related to anxiety and, as 
a result, may misinterpret them. In a surprisingly 
large number of instances, the diagnoses of angina 
pectoris and even myocardial infarction are made 
when in reality there is no heart disease. The physi- 


~ Stal? member in Internal Medicine, Hitchcock Clinic, Mary Hitch- 
Hospital, Professor 


doctor may fail to recognize that the symp- 


infarction, when in reality there is no heart 
disease. 


cian erroneously confirms the patients’ fears about 
their hearts and makes the task of dislodging these 
fears more difficult. On the other hand, the physi- 
cian may fail to make the diagnosis of coronary 
artery disease, when it is present, because of the 
bizarre nature of symptoms which do not fit the 
rigid clinical criteria for the syndrome. 


Method 


Fifty-five consecutive patients with chest pain 
were studied and followed during a six-year period. 
Earlier observations on this group of patients have 
been published.’ Each patient had a thorough his- 
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) This study is an attempt to evaluate the 
port of both patient and physician in the 
formation of symptoms suggestive of angina 
pectoris, especially in patients with normal 
hearts. The data indicate that the majority of 
such patients have neurotic patterns well 
established and that excessive concern with 
their hearts already has taken place by the 
time a physician is consulted. However, the 
a result may misinterpret them, making a 
diagnosis of angina pectoris or myocardial 
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Chambers); Chief of Medicine, Veterans Administration Hospital, 
White River Junction, Vt.; and Instructor in Medicine, Dartmouth 
Medical School, Hanower, N. H. (Dr. Grant); and Associate Professor 
of Medicine, University of North Carolina (Dr. White). 


tory and physical examination, routine laboratory 
studies, and x-rays of the chest, gallbladder, and 
upper gastrointestinal tract. Master's two-step test 
was performed on all patients who did not have 


farction. Other studies were obtained when indi- 
cated. Social and personal data were secured from 
the patient, his relatives, social workers, and 
pital records. Because the community is rural 
the population relatively stable, in many instances 


factors resulting in the development of symptoms 
interpreted as “heart disease” and the attitude of 
the patient and his doctors toward his condition 
were carefully recorded. An attempt was made to 
evaluate the patient's and the physician's part in 
the development of these cardiac symptoms. 

There were three groups: 1. Twenty-five patients 
had classic angina pectoris for at least six months 
followed by a well-documented mvocardial infare- 
tion. 2. Twenty-seven patients had cardiac neu- 
rosis; they complained of chest discomfort and other 
symptoms which they referred to the heart, but 
clinically there was no evidence of angina pectoris 
or other heart disease. 3. A third group of three 
patients had chest pain suggesting one of the first 
two diagnoses but not completely fulfilling the cri- 
teria for either. This paper will consider the pa- 
tients in the first two groups. 

The original study was completed six vears ago. 
At that time there were 20 patients in the angina 
pectoris group, 20 in the cardiac neurosis group, 
and 15 in the third group. It has since been pos- 
sible through follow-up studies to clarify the cause 
of chest pain in 12 of the 15 patients in the third 
group. Seven of these patients have been put in 
the cardiac neurosis group and five in the angina 
pectoris group. None of the patients originally 
classified as having cardiac neurosis or angina pec- 
toris were changed. Eleven of the patients with 
angina pectoris have died. No patients in the car- 
diac neurosis group have died. 


Results—Cardiac Neurosis 


The Patient's Role in Cardiac Symptom Forma- 
tion.—Direct reference to the heart was made by 
19 of the 27 patients in the cardiac neurosis group 
on first consulting the physician. These patients 
were convinced that they had heart disease despite 
no previous contact with a doctor. Although the 
other eight patients did not refer directly to their 
hearts, they complained of chest pain and further 
questioning showed that they also had long-stand- 
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ing and excessive fear of heart disease. When these 


disease. Eight patients made statements which 
careful documentation has established as extreme 
exaggerations concerning what their physicians had 
told them about their hearts, and four patients 
definitely misrepresented facts. 

The average number of doctors consulted by 
each patient in the cardiac neurosis group was 4.7 
compared to only 1.5 for each patient with angina 
pectoris. The patients in the former group went 
from doctor to doctor seeking satisfactory explana- 
tions of their symptoms and attempting to obtain 
confirmation of their beliefs that they had heart 
disease. Many of these patients had been referred 
to the investigators for further medical consulta- 
tion because they had not been satisfied with the 
original opinion that they had normal hearts or 
because their physicians were uncertain of the diag- 
nosis. Eight patients had been seen by six or more 
physicians concerning their heart complaints. Sev- 
enteen patients had been referred one or more 
times by their own physician for further opinion. 
Fourteen patients sought other opinions by going 
from doctor to doctor without being referred. It 
was not unusual for these patients to be consulting 
a number of physicians simultaneously for opinions 
and treatment, apparently deriving different satis- 
factions from each. Several patients in the group 
maintained a balance between their family physi- 
cians, who treated them with cardiac drugs, and 
the consultants, who did not agree that they had 
heart disease. One of these patients, who had been 
seen by one consultant for several years, changed 
to another consultant who accepted her need for 
believing that she had heart trouble, when the first 
physician became insistent that she did not have 
heart disease. It was apparent that, if a patient had 
been studied a number of times with varying diag- 
noses, the positive diagnosis usually was given by 
the patient. If the final opinion was that the pa- 
tient’s heart was normal, these patients insisted all 
the more that they did have heart disease despite 
attempts at reassurance. 

Ninety per cent of the patients in the cardiac 
neurosis group had a strong tendency to dramatize 
their symptoms. They described these graphically 
and referred to their “heart disease” or “heart pain.” 
This was in striking contrast to the patients with 
angina pectoris, who often tended to deny their 
complaints and seldom talked directly about their 
hearts. The phobic, hysterical, and hypochondriacal 
tendencies observed in the former group of patients 


patients with cardiac neurosis were seen later in 
heart disease by their referring doctors were as 
electrocardiographic evidence of myocardial in- convinced that they had heart disease as the 12 
the medical records of the patients’ entire lives 
were available for study. Psychological evaluation 
was carried out by psychodynamically oriented 
interviews. A minimum of two hours and, in most 
cases, more than four were spent with each pa- 
tient, in addition to time required for the medical 
aspects of diagnosis, treatment, and follow-up. The 
1 
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tain circumstances this would shift from the heart 
to other organ systems. Such patients tended 
identify with relatives, close friends, associa 
public figures who had, or who were th 


terioration in the life situation. Usually, there was 
a superimposed threat to his interpersonal security 
at the time the symptoms developed. In 17 of the 
27 patients with cardiac neurosis, 18 definite or- 
ganic conditions not related to the heart contributed 
to the chest pain. Similar organic lesions failed to 
produce pain in six other patients in the group. In 
10 of these patients with cardiac neurosis, no ana- 
tomic disease was found by the diagnostic means 
employed. It was apparent that a consideration of 
organic pathology alone was inadequate to under- 
stand completely some of the patients’ “anginal” 
pains and their anxieties. 

The patients with cardiac neurosis showed a high 
degree of secondary gain. In some, the pain repre- 
sented a mechanism for setting limits to their ac- 
tivities and freed them temporarily from intense 
pressures or responsibilities. It seemed to act as a 
means of getting attention and of controlling im- 
mediate members of the family. In others, the 
pain represented an acceptable “excuse” for failing 
to attain life objectives. Monetary compensation 
played a large part in six patients who had been 
discharged from military service with an incorrect 
diagnosis of angina pectoris and in one patient in 
civilian life. All of these patients had regressed to 
markedly dependent states of existence. When the 
diagnosis of heart disease was not confirmed and 
withdrawal of compensation became imminent, 
these patients uniformly became resentful and con- 
tinued to insist on the presence of heart disease. 
One patient in this group collected testimonial 
statements from his friends, many of them sworn 
and notarized, to prove the presence and the se- 
verity of his chest pain. A second patient, a 25- 
year-old steamfitter who had received 60% com- 
pensation for four years, was evaluated completely 
at a Veterans Administration hospital; the diagnosis 
of coronary artery disease was not confirmed, and 
his compensation was revoked. Being dissatisfied, 
he gained admission to another VA hospital, where 
the diagnosis of angina pectoris was made, and 
the compensation was reinstituted. A 50-year-old 
conductor and morphine addict had received com- 
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pensation for coronary artery disease for 10 years. 
On review of the problem, the diagnosis was not 
confirmed and his compensation was revoked. Two 
days later, while on leave from the hospital, he 
committed suicide 

The Physician's Role in Cardiac Symptom For- 
mation.—Four of the 27 patients in the cardiac 
neurosis group developed abnormal anxiety con- 
cerning their hearts only after being told by their 
original physicians that heart disease was present 


or suspected. In these patients, the ph 
tudes were considered the primary factors in 


izing anxiety and aggravating aatoal 


patient to his heart. 

In the 23 patients with angina pectoris, none 

were found in whom a physician was considered 
to be a primary factor in the production of symp- 
toms, but in 4 patients it was considered that physi- 
cians did augment the patients’ fears by their 
attitudes. 
Although abnormal anxiety about heart disease 
appeared to have originated within the patients, it 
was unwittingly encouraged and augmented by 
physicians. Of the 27 patients with cardiac neu- 
roses, 12 had been told previously, by two or more 
physicians, that they had “heart trouble.” A diag- 
nosis of myocardial infarction had been made in 
eight of these patients, and they all had been treated 
for this condition one or more times in civilian or 
VA hospitals. 

In reviewing the past records, it was noted that 
in the same patient the diagnosis of coronary artery 
disease was made repeatedly by some physicians 
and denied by others. The family physicians had 
made a diagnosis of coronary artery disease 12 
times in these eight patients, whereas a diagnosis 
of no heart disease was made only once. The con- 
sultants made diagnoses of coronary artery disease 
three times and ot no heart disease five times. 
Physicians in the armed forces diagnosed coronary 
artery disease four times in these patients, although 
they diagnosed no heart disease six times. Physi- 
cians in the VA hospitals made a diagnosis of coro- 
nary artery disease eight times. No evidence of 
heart disease was found in any of these patients 
during the final evaluations. 
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- were marked. It was also apparent that they had 
experienced intense anxiety throughout their lives. 
The anxiety was focused with varying degrees of 
intensity on the heart. In some patients, under cer- 
have had, heart disease. These relationships often 
were not close. 
The onset of chest pain in every patient with 
cardiac neurosis was preceded by increasing emo- 
tional tension and was often associated with de- 
t 
doubts about the diagnoses. 

The remaining 23 patients in the cardiac neu- 
rosis group had an abnormal degree of anxiety 
concerning their hearts before visiting their doc- 
tors. In 12 of these patients the fears were con- 
firmed and increased when they learned that heart 
disease was, indeed, present or suspected. With 
each of these patients it is considered that the 
physician's role was of secondary importance in 
mobilizing anxiety and symptoms related by the 
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antery disease was 


Caste 3.—A 52-year-old public relations expert was origin- 
ally told by his family physician that he had coronary artery 
disease in 1941. This diagnosis was later confirmed at a VA 
hospital - times in 10 years. A diagnosis of angina pectoris 
a large medical clinic in 1946. However, no 


Results—Angina Pectoris 


Although there was less confusion concerning 
diagnosis in the 25 patients with organic heart 
disease, many difficulties were encountered here 
also. This was often because of the extreme degree 
of denial, insistence on continuing physical activity, 
atypical nature of symptoms, and, frequently, the 
patient's failure to consult the physician for some 
time after the onset of symptoms. Incorrect inter- 
pretation of the electrocardiogram was a further 
source of mistaken diagnoses. 

The need for careful evaluation of symptoms and 
findings and for other consultations often accentu- 
ated the concern of patients who originally had not 
focused on their hearts but had even denied their 
symptoms. As time went on, these patients fre- 
quently came to observe every minor bodily sen- 
sation. One patient who originally had completely 
denied his symptoms gradually became excessively 
concerned during several weeks of indecision and 
study by the physician. Waking himself at night 
to record symptoms in a diary, he also kept elab- 
orate charts indicating episodes of pain, all care- 
fully marked with red and black pencils. Finally, 
with clarification of the diagnosis and the outlining 
of a specific program, his anxiety decreased and he 
returned to more normal activity. 

Other patients with coronary artery disease were 
overtly terrified and behaved as though any physi- 
cal or emotional strain was too great for them. They 
seemed to have “wrapped themselves in cotton 
wool.” Three patients in the group manifested an 
exaggerated form of this behavior. No encourage- 
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ment or reassurance was of any avail in freeing 
them from their fears or helping them to return 
to more normal and productive lives. These three 
men all assumed passive roles in their households, 
managing some of the domestic duties while their 
wives went out to work. Even though they were 
preoccupied with their extreme disabilities, they 
continued to deny that their pains were due to 
heart disease and insisted that they were due to 
indigestion or some other noncardiac cause. In con- 
trast, many patients continued heavy physical ac- 
tivity after their initial episodes of coronary throm- 
bosis despite the urgent advice of the physicians 
to the contrary. 

Many of these patients seemed to work through 
various stages of inability to adjust to their diseases 
as manifested by either denial or invalidism, but 
then they finally accepted it and lived constructively 
within their newly imposed limits. 

The severity of angina pectoris definitely ap- 
peared to be altered in many instances by the 
physician's attitude and by supportive psychother- 
apy. This was particularly apparent in three pa- 
tients who were originally incapacitated more by 
fear than by pain but who gradually were emanci- 
pated through careful management and finally were 
able to carry on active lives. 

Atypical chest pains and other symptoms in pa- 
tients with known angina pectoris presented diffi- 
cult and confusing problems. Striking differences 
often occurred in ability to perform physical ac- 
tivity. At times, a patient was able to plow an entire 
field with no pain, whereas, on other days, merely 
bending over induced an attack of angina. The 
atypical chest pain often misled the physician in 
the management of the patient. There was often 
failure to recognize that patients with angina pec- 
toris may also have severe degrees of cardiac neu- 
rosis with excessive concern about their hearts. 
Another source of difficulty in diagnosis was the 
presence of other organic lesions which could also 
be associated with chest pain. One patient was con- 
vinced he had angina pectoris. His physician re- 
fused to make this diagnosis and insisted that the 
pain was due to a hiatus hernia. The patient then 
went to a large clinic where a definite diagnosis 
of coronary artery disease with angina pectoris 
was made. The patient returned to his original 
physician who angrily denounced the clinic and 
its opinion and stated, “I am still convinced that 
you do not have heart disease.” The patient then 
changed to a physician who agreed with the diag- 
nosis of angina pectoris. 


Comment 


From this study of 55 consecutive patients with 
chest pain, it is apparent that many are convinced 
that they have heart disease even though it is not 


Case 1. —In a 50-year-old loom fixer, a diagnosis of coronary 
artery disease had originally been made during military 
service in World War Il but was denied during the same 
year at two different military hospitals. The following year 
a diagnosis of coronary made by the 

same patient 

presented himself in 1947 and 1951 at VA hospitals with the 
same complaint, but no evidence of coronary artery disease 
was found on either occasion 

Case 2.~A 42-year-old accountant was treated for acute 
myocardial infarction in 1951. Review of his record showed 
that he was studied at a military hospital during his service 
three different times between 1942 and 1945 for complaints 
referred to the heart but no heart disease was found during 
each of these three periods of study. Subsequently, this pa- 
tient was studied at the VA hospital on two separate occa- 
sions in 1956 for the same complaints, and again no evidence 
of heart disease was found. 
evidence of heart disease was found in the same patient in 
another large clinic in 1952, as well as at the VA hospital in 
1950, 1955, and 1957 
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complete state of invalidism. If this compensation 
or the need for invalidism is questioned, they be- 
come angry and defensive and use many methods 
to insure continuation of the compensation. Once 
an individual has allowed himself to regress to this 
stage of dependency, it is difficult or impossible 
for him to relinquish this way of life even though 
the diagnosis of heart disease has been disproved. 
Their eventual incapacity equals the most serious 
types of heart disease. Sudden withdrawal of long- 
continued compensation may be disastrous. It seems 
highly probable that the conviction that they have 
heart disease may be essential for the functioning 
of some patients in life at certain times. It may 
represent a necessary defense against potentially 
overwhelming anxiety. Under these circumstances 
it is often advisable to allow the patient to main- 
tain his cardiac neurosis even to the point of con- 
tinuing some form of cardiac regimen. 

The concept of iatrogenic heart disease stresses 
the culpability of the physician in the initiation 
of the cardiac neurosis. Our data suggest that only 
rarely does the doctor actually provoke the earliest 
symptoms of this disorder. We are aware of the 
potential role of the physician's remarks and atti- 
tudes in the formation of symptoms and in increas- 
ing fears and disability in patients. However, during 
this study we became aware of the frequency with 
which patients’ excessive fears and convictions con- 
cerning their heart disease occurred before there 
had been any contact with a physician. We have 
no intention of justifying the physician or condon- 
ing his errors in diagnoses, but we do believe it is 
important to recognize that the source of the car- 
diac neurosis lies in the patient's, not the doctor's, 
personality. There appears little basis for the un- 
critical acceptance of the prevalent concept of 
iatrogenic heart disease. We are in agreement with 


vate 
heart by evident doubt about the diagnosis or ex- 
cessive concern over the patient's symptoms. Fur- 
thermore, the physician must recognize that his 
opinion concerning the diagnosis may be only one 


mented and responsibility is divided between the 
family physician, several consultants, diagnostic 
centers, and civilian, military, and VA _ hospitals. 
The emphasis is primarily on establishing a diag- 
nosis and not in understanding the patient and his 
symptoms. In this way there may be repeated 
changes of diagnoses. In a VA hospital it is not 
unusual to find that one physician has made a 
diagnosis of angina pectoris and the patient has 
been given full disability. On a later hospitaliza- 
tion, another physician, having studied the problem 
thoroughly, finds no evidence of heart disease and 
all compensation is withdrawn. Under these cir- 
cumstances the patient, not satisfied with a diag- 
nosis in one hospital, may gain admission to an- 
other where the diagnosis he is seeking is confirmed. 
Because of the subtle problems often involved in 
the diagnosis of angina pectoris, the patient's em- 
phasis on his chest pain and preoccupation with 
other cardiac symptoms are potent factors which 
encourage unwary physicians to make the diagnosis 
of heart disease. Every physician is aware of the 
difficulty of making a specific diagnosis of heart 
disease in a patient whose symptoms are not clear- 
cut and in whom laboratory findings are equivocal. 
If the physician is not convinced of the diagnosis, 
it is often difficult for him to convince the patient. 
We believe that it may be harmful to positively 
tell the patient that he has no disease when there 
is doubt. If the patient is anxious already, further 
anxiety may be mobilized by unwarranted and 
superficial “reassurance” by the physician. The 
emphasis must be on a more fundamental under- 
ing of the underlying sources of the patient s 
anxiety and his conflicts. 
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present. These patients have a_ well-developed Hart,"* who stated that, in cardiac neurosis, heart 
symptoms are present long before the allegedly 
iatrogenic statement or suggestion. 

The physician is often responsible for serious 
mistakes in diagnosis and treatment of patients 
with chest pain, frequently making a diagnosis of 
angina pectoris and even myocardial infarction 

rt disease. Their fears are aug- when no heart disease is present. He may also ag- 
hey are under increased emotional 
arly when there are threats to inter- 
v. The degree of incapacity result- 
ing from such “heart disease” varies, depending on 
the personality of the individual and his needs at 
the specific time. Some are totally incapacitated, of many to which the patient is exposed. This may 
whereas others are able to lead an active and con- be cither because the patient voluntarily changes 
structive life in spite of their symptoms. Patients physician or because of the nature of modern medi- 
who have received various types of compensation cine in which the patient's medical care is frag- 
because of their heart disease often regress to a - 
The diagnosis of angina pectoris is frequently 
difficult to make because of either the atypical 
nature of many of the symptoms or the patient's 
tendency to deny the presence of pain. Other pa- 
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tients with angina pectoris accentuate their symp- 
toms and become incapacitated because of their 
excessive concern about themselves. The severity 
of angina pectoris and the degree of incapacity 
can be influenced in some instances by the physi- 
cians’ and patients’ attitudes and by psychotherapy. 
The patient with angina pectoris often has a cardiac 
neurosis which is equally severe. Such patients may 
have excessive reactions to their disease and to their 
physical sensations. The anxiety in turn may aug- 
ment the frequency and severity of the anginal 
ittack. 

It often is thought that a dignosis of cardiac 
neurosis excludes the diagnosis of angina pectoris 
or that if angina pectoris is present cardiac neu- 
rosis does not complicate the problem. Actually, it 
is impossible to divide a patient's response in this 
way. Diagnosis by exclusion is usually difficult and 
frequently wrong. The real problem is to determine 
how many of the patient's symptoms are related 
to coronary artery disease and how many are due 
to the cardiac neurosis. If the physician can realize 
that the patient's symptoms are manifestations of 
his reactions, whether due to coronary artery dis- 
ease or to neurotic anxiety about his heart, then he 
will be able to help the patient to make a more 
satisfactory adjustment. This will not necessarily 
“cure” the heart disease or the neurosis, but it will 
help the patient to understand his symptoms and 
how he can live with them. 


Summary and Conclusions 


Fifty-five patients with chest pain of anginal 
type have been studied comprehensively and fol- 
lowed for six years. Twenty-seven of these patients 
had no evidence of heart disease but were con- 
vinced of its presence. The neurotic pattern was 
well established and the cardiac fixation had al- 
ready taken place by the time they came to the 
physician. They tended to dramatize their symp- 
toms and often would refer to their “heart pain.” 
They were all intensely anxious people whose neu- 
rotic behavior was readily apparent. In 17 of these 
patients organic conditions not related to the heart 
contributed to the pain. Monetary and other forms 
of compensation were strong forces in prolonging 
and aggravating the incapacity. They consulted 
many different physicians, occasionally receiving 
independent treatment from two doctors at once. 
All patients were convinced that they had heart 
disease whether or not they had had previous con- 
tact with the physician. These patients often misin- 
terpreted and exaggerated the physician's remarks. 

The physician was found primarily culpable in 
precipitating the cardiac neurosis in four of the 
patients. The physician confirmed and aggravated 
preexisting fears in 12 patients. In the remaining 
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ll patients he was considered to have had no 
direct effect. The physician often failed to recog- 
nize that the symptoms were due to anxiety and, 
as a result, misinterpreted them. A diagnosis of 
angina pectoris had been made one or more times 
in these 12 patients in whom no evidence of heart 
disease could be demonstrated. Eight patients with- 
out evidence of heart disease had been diagnosed 
as having myocardial infarction 27 times. They 
were said to have had normal hearts 22 times dur- 
ing the same interval of time. A misdiagnosis in 
favor of organic heart disease was made most fre- 
quently by the family physician. On the other 
hand, the physician often dismissed the diagnosis 
of coronary artery disease when in reality it was 
present because of the bizarre nature of symptoms 
that did not fit rigid clinical criteria for the syn- 
drome. 

The patient with cardiac neurosis has a well- 
developed group of symptoms which he refers to 
his heart. He is frequently convinced he has heart 
disease before consulting the physician. The 
physician may aggravate the patient's fears by 
his indecision, incorrect diagnosis, and failure to 
understand the cause of the patient's anxiety. The 
physician is often unable to be certain about the 
differential diagnosis between angina pectoris and 
cardiac neurosis and is frequently culpable of mis- 
diagnosis in favor of organic heart disease. 

The diagnosis of heart disease is often dismissed 
when actual disease is present because of the pa- 
tient’s behavior and the atypical nature of his symp- 
toms. This confusion is greatly increased when the 
patient is exposed to several physicians over a 
number of years, each of whom may have varying 
opinions concerning the diagnosis. The criteria for 
the diagnosis of angina pectoris and cardiac neuro- 
sis must be reevaluated in the direction of the total 
individual response and not simply of the disease 
entity itself. 

2 Maynard St. ( Dr. Chambers). 
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CARDIAC ARRHYTHMIAS IN EXPERIMENTAL SYNCOPE 
Capt. George Dermksian (MC), U. S. A. F. 
and 


Lawrence E. Lamb, M.D., Randolph Air Force Base, Texas 


Loss of consciousness presents a serious problem 
to modern aviation and in critical areas of industry. 
Syncope is commonly seen at the blood bank, dur- 
ing inoculations, in the dentist's chair, and during 
moments of stress. Although its occurrence is well 
known, little information is available concerning the 
likelihood of its recurrence in anv individual or its 
actual relationship to experimental a It is 
common practice to study the problem of syncope 
with orthostatic measures utilizing the tilt-table or 
eliciting well-known reflexes such as the reflex 
resulting from carotid sinus massage. 

Interest in this problem began with the discovery 
of significant cardiac arrhythmias occurring with 
simple respiratory maneuvers.’ Some of these were 
associated with syncope. The respiratory system 
must make constant adaptations to changes in the 
environment associated with flight and altitude ex- 
posure. This facet of information as related to syn- 
cope seemed worthy of further exploration. Eighty- 
two apparently healthy persons engaged in fiving 
activity who had ewwerienced syncope were studied,’ 
55 of these with special procedures. It was impres- 
sive to note the number of cardiac arrhvthmias that 
occurred in this series, and it was equally impres- 
sive to note the relation of cardiac arrhythmias to 
the experimental production of syncope. Of the 
group studied by experimental procedures, breath- 
ing maneuvers such as breath-holding at the height 
of inspiration and breath-holding after hvperventi- 
lation were most rewarding in illustrating the prob- 
lem of cardiac arrhvthmia as related to svncope. 

In the previous study, the subjects ev:luated all 
had admitted to episodes of syncope for which their 
future flying careers were placed in jeopardy. It was 
felt that it would be informative to study, by a sim- 
ilar battery of tests, a group of young flying person- 
nel who had previously denied syncope. This also 
provided an opportunity to more carefully evaluate 
the role of atropine in both creating and preventing 
syncope in such a group. Atropine was used in only 
a few instances in the previous study. This report 
is based on the studies of this group. 


Methods and Materials 


Fifty healthy cadets in preflight training were 
brought to the School of Aviation Medicine for 
syncope evaluation. They were volunteers who were 
told only that they would serve as experimental 
subjects for tests at the School of Aviation Medi- 
cine. The nature and purpose of the tests was not 


~ From the School of Aviation Medicine, Randolph Air Force Bose, 
@xas. 


The frequency with which a history of one 


of the questioning. When anonymity seemed 
to be assured, 15 out of 50 admitted hoving 
had previously undisclosed syncope. Carotid 


Arrhythmias were seen in 15 of the 21 who 
fainted and in 22 of the 29 who did not 
faint. Cardiac arrhythmias were not induced 
in any case by respiratory maneuvers after 
administration of atropine. The experimental 
procedures were not able to identify the sub- 


disclosed in advance. As an incentive, each was 
guaranteed extra time off from duty. The cadets 
represented a relatively young age group. Their age 
span was from 19 to 27 vears, and their average age 
was 21.1 vears. 

All of these individuals had denied previous syn- 
copal episodes in order to gain admittance to the 
aviation cadet flying training program. All subjects 
had been previously examined. They were subjected 
to a battery of special procedures to test the cardio- 
vascular system. This included observation of the 
patient’ s blood pressure, pulse, and symptoms and 
signs at rest and on a tilt-table. The subjects per- 
formed breathing maneuvers which included (1) 
breath-holding at the height of maximum inspira- 
tion without bearing down, (2) prolonged breath- 
holding, (3) hyperventilation, and (4) breath-hold- 
ing after hyperventilation. These were repeated in 
the standing and recumbent positions. The carotid 
sinuses were massaged for 15 seconds’ duration, and 
the subject underwent a 15-minute orthostatic toler- 
ance test on the tilt-table. After these procedures, 
the subject received atropine, 1/50 grain (1.2 mg.), 
and the respiratory maneuvers were repeated. 

Each subject was assigned a number which he 
selected from a hat. He was not identified by name 
and was assured that no further attempts would be 
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aviation cadets in a flying training program 
was found to depend on the circumstonces 
vers were used to induce experimental 
syncope. During these procedures 21 of the 
cope. The results argue against the sup- 
position that syncope itself indicates an 
underlying disease state. 
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Clinical Findings in Fifty Persons Subjected to Study for Syncope 


Age 


ve 


4 


History 
None 


Syneope after 
bilateral carotid 


immunize 
None 


None 

At age 18 fainted 
after breaking 
finger 


None 


None 
None 


Syneope at age 
induced by chest 
squeeze during 
breath hobkling 
after period of 
hyperventilation 

Syneope at age I+ 
during chest 
equeere in full 
inspiration alter 
hyperventilation 

None 

None 


At age wae 
sitting with 
feet on stove: 
got up, yawned, 
and passed out 

None 


At age years, 
s¥heope associated 
with orthostatic 
hypertension 

None 


None 


Syneope at age is 
while marching io 
sun while ill 
with influenza 

Syneope at yr. 
after injection 

None 


None 


Experimental Finding« 


Breath bolting causes? «hift of pacemaker to atrial focus: subsequent to atropinization,” breath -holling 
talled te province «bift 

Breath bolting in pacemaker to atrial focus: once precipitated, other respiratory maneuvers 
couk! produce «hift: two atrial premature contractions were noted: after atropinization, no arrhythmia 
was noted 


Breath hokling resulted? in bradveardia: carotid <inu« massage caused marked slowing to beats per 
minute associated with fear «yneopal epieie: two min after carotid sinus massage, rhythm changed to 
rhythm, then to normal rhythm, then to A-V diseoc ation: hyperventilation followed by breath. 
holding induced atria! rhythm: alter atropinization oo change< in pacemaker or cardiac rhythm could be 
induced 

No finding« 

During bece-line «tudies, when first placed on tilt-table experienced 3 see of asystole followed by 
followed by another period of aeyetole and escape: after recurrent 
developed nodal rhythm, and «yneope occurred 

Immediately after left carotid massage, felt weak and faint; min. later developed period of asyetole 
followed by <yneepe: aeyetole terminated by ventricular excape beat, short period of atrial flutter, and, 
finally, resumption of nermal «inu« rhythm: after breath-hokling, A-V dissociation with nodal rhythm 
eeeurred: after atropinization no arrhythmia coukd be elicited by breathing maneuvers 

No finding. 

After prolonged breath bolting, change in PR interval to 6.8% see. with upright T waves in all leads; 
atropinization breath holding produced to ehanges [rom normal sinus rhythm 

Prolonged breath holding caused change to atrial focus: at beight of inspiration with breath holding, period 
ot second-degree prolonged breath-holding followed by episodes of seeond<degree A-V block 
and «yneope: after atropinization breathhelding produced no changes from normal sinus rhythm 


escape. 
of asystole, patient 


atter 


Breath bolting caused «hilt te atrial feeus and atrial rhythm: breathholding after hyperventilation in. 
duce! one ventricular premature contraction: after adequate atropinization, no arrhythmias coukl be 
induced bw breathing maneuvers 


Alter breath holding, atria! rhythm appeared: after atropinization oo arrhythmia could be induced 

After breath holding there wae «hilt in pacemaker to atrial foeus followed by bradyeardia which persi«ted 
for mwin., then A-\V dixsociation, nodal rhythm, and syncope: alter atropinization ne eould 
be induced by breathing maneuver 


Breath bolding caused a «hilt in pacemaker to secondary atrial focus 


Right carotid sinus massace couse change in pacemaker to secomiary site; 2 min. alter massage, patient 
hed near «yncopal episode; breathholding caused in pacemaker to secondary atrial focus; after 
atropinization pe arrhythmia coukl be induced by breathing maneuvers. 

On release of breath after prolonged breath holding, one ventricular premature contraction noted; during 
hyperventilation, one ventricular prematurity noted and after tilt to the horizontal position, one atrial 
premature contraction ceeurred: after adequate atropinization oo arrhythmias were noted 


Right carotid sinus massage caused change in pacemaker to secondary atrial foeus: after breath-holding, 
atrial rhythm and atrial fusion beats noted: breath-holding atter hyperventilation produced atrial rhythm 
with secomd-degree A-V block, and A-V dissociation with syncope: breath holding with patient in recumbent 
position ale produced atrial rhythm: alter atropinization, breathhokling produced no changes from 
nermal sinus rhythm 

With patient first placed on tilt-talle to obtain baseline blood pressures and studies, A-V dissociation with 
fedal rhythm cecurred and was associated with syncope 

Breath-hokling after hyperventilation caused drop in blood pressure with progressive slowing of cardiac 
rate and syneope 


Atter prolonged breath holding, A-V dissociation and nodal rhythm (rate # min.), followed by syncope: 
after atropinization, breath-holding produced no changes trom oormal sinus rhythm 

Breath holding caused shift in pacemaker to secondary atrial focus; after atropinization, breath-hokting 
produced no changes from pormal sinus rhythm 

Breath bolding produced immediate slowing of pacemaker and change to atrial rhythm: 
repeated with breath holding; 
sinus rhythm 

Occasional ventricular premature contractions throughout study 

Breath holding resulted in shift in pacemaker ty secondary atrial focus: alter atropinization, breath hokting 
produced bo changes from oormal sinus rhy thi 

No findings 


Breath bokding caused shift in pacemaker to secondary site: after atropinization, breath-hokting produced 
no changes trom normal sinus rhythm 


this was successively 
alter atropinization, breath-hokting produced no changes from normal 


No 
Syncope Shr. after 
thon 
2 
i 22 
3 
| 
Vv. 
13 
7 
Is | 
lv ” 
p> 
None 
None 
" None 
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Clinical Findings in Fifty Persons Subjected to Study for Syncope—continued 


s 8 43 


after lone 
periods of reading 
or watching 

ixton 


None 


None 


None 


Syneope cecurred 
while donating 
| 

Syncope occurred 
following injeetion 
of procaine 


None 


Sell initiated 
syncope 

Syneope at age it 
while laceration 
was being sutured 
and, on another 
occasion, alter 
Venipuneture 

None 


None 
Syneope while 


running ¢-mile race 


at |. mark 


Left carotid «<inus maseage followed by «inue arrest with modal excape beat: breath holding caused sinus 
and 


patient entered normal <inus rhythm whieh 

Breath-hokting resulted in «hift in pacemaker to secondary atrial foeus: after atropinization, breath-holting 
produced po changes from normal «<inus rhythm 

During breath-holding patient developed A-V dissociation, felt weak, but recovered: after atropinization, 
breath hokfing produced no changes from normal «inus rhythm 

No findings 

Breath-holding re<ulted in «hilt in pacemaker to secondary «ite in atria: after atropinization, «hift« coulkl 
hot be induced 


was as<ociate!d with cardiac and in recovery period A-V dieeociation and nodal 


followed by exeape, and atropinization net followed 
atropine effect 

No finding« 

reulted in cardiac «lowing, dixeoctation. oedal rhythm: breath bolding after hyperventi- 
lation resulted in lower nodal rhythm, A-\ after atropinization, breathholling produced 
ne change« from normal «<inu« rhythm 

Breath-holding after hyperventilation resulted in «hilt in pacemaker te atrial foeus, aleo noted 
with breath bolding without hyperventilation: after atropinization, breath holding produced no changes 
from oormel <inu« rhythm 


lone for evaluation of 


At onset of bace-line «tudies with patient firet e«suming position om tilt-table, there was «hilt in pacemaker 
to rhythe followed by period of aevetole and alter recovery period, breath-hobkding 
would produce A-\V dissociation end rhythm: near syncope occurred during reeovery period after 
after atropinization, nermal «inue rhythm developed and neo further arrhythmias or 
syncope coukd be inched 

1 min. after right carotid <inu« maeenge, sinus bredyeardia followed by shift in pacemaker to atrial, then 
nedal, focus, associated with near «yneepal epleode: after recovery, alone Was associated 
with marked cardiac «lowing and near «yneupe: after atropinization, breath bokling produced no changes 
from nermal «inu« rhy the 

No findings 


After right carotid deerease in preemure with «ines bradyeardia (rate 47 min.) 
amd <yneope 

Breath-bolkding resulted in cardiae «lowing with «hilt in pacemaker to secondary atrial «ite: during prolonged 
breath-holding, there was period of aeyetole associated with marked decrease in blood pressure 
and pear «<yneepe: after atropinization, breath-hekding produced ne changes from normal sinus rhythm 

Breath-holding resulted in two atrial premature contractions: breath hobkling after hyperventilation re- 
sulted in A-V dix<ociation, nodal rhythm, and ceeasional atrial premature contractions; after atropiniza-. 
tien, breath holding produced fe changes (rom normal «inus rhy then 

Breath-hokling resulted in A-\V dix-octation with oodal rhythm: breath belding after hyperventilation again 
resulted in A-V dixseciation with nodal rhythm; expiration, tachyeardia ensued associated 


with near «yneupal episode, after atropinization, breath produced ne changes from formal «inu<« 
rhythm 


Breath-holding resulted in «hilt in pacemaker te condary atrial focus: alter atropinization, breath 
produced po changes trom formal thy tho 

Hreath-holding resulted in A-\V dixeociation and rhythm 
duced no changes trom formal rhythm 

Lett carotid sinus massage reeulted in cardiac <lowing with «hilt in pacemaker to secondary atrial 
rhythm, nodal beat, and asystole followed by syneope: thereatter repeated episodes of breath- holding 
resulted in shift of pacemaker to «ecomdary atrial focus with atrial rhythm, A-\ disseciation, and nodal 
rhythm: after atropinization, breath hokting produced bo changes from formal -inus rhythm 

Two minutes after right carotid <inu« A-V ocurred followed by seeondcegree 
A-V with an period of no ventricular followed by 

every oeeasion immediately after release of breath, patient developed A-\V dixeociation with block: thix 
id not recur after administration of atropine 

At onset of baseline studies when patient first assumed position on tilt-tatle, dissociation with nodal 
rhythm occurred followed by «yneope: see alter right carotid period of sevetole 
followed by «yneope: breath was net dene in thie pereon 


alter atropinivation, breath holding pro- 


Breath-holding resulted in «hilt of pacemaker to seeondary atrial focus: see after left carotid sinus 
massage, marked cardiac slowing with nodal rhythm and «yneope: thereafter breath holding produced 
nodal rhythm with alter atropinization, breath belding produced ne changes from sinus 

No findings 

No findings 


* Frequent arrhythmias (¢. ¢., A-V dissociation) were noted immediately after injection of atropine due to initial atropine effect. All maneuvers 
to test full atropinization were performed at 6 min. or more after intravenous administration te aveld confusion of early transitery effects of 
atropine with the syneope procedures. 
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thereafter every breath holding epleode could cause change in pacemaker to atrial foeus: after atropiniza 
tion diseeciation and changes in pacemaker noted: after adequate time for complete atropinization, 
None 
7) None 
71 None 
None 
None 
rhythm oceurred, cardiac rate dropping to 44 min: «rncepe patient reeted In recumbent po<ition, 
wee then tilted te the vertices! pe<ition, resulting In progressive cardiac «lowing, «hort period of aevetole 
7 None 
7] Nene 
At ages and 17, 
patient had 
epieodes of 
2 
a7 
Syneope induced by 
blowing against 
of 
hyperventilation 
i ~ None 
~ Note 
“a None 
2 
iv 
71 
v7 
» 19 


made to identify the number with the subject's 
name. He was then asked to whether he had 
truly had any syncopal in the past and 
what the circumstances surrounding these were. 
The purpose of this was to detect, if possible, an 
index of the number of individuals entering a flying 
training program who intentionally suppressed in- 
yncopal 


formation relative to previous s episodes in 
order to be accepted in the program. 


Fig. 1 (case 31).—Continuous lead 2 shows progressive 
slowing, with eventual sinus arrest and nodal escape. This 
was result of orthostatic influences. 


Results 


One of the most interesting facets of this study 
was learning the true incidence of syncope in such 
a group. Of the 50 aviation cadets, 15 (30%) ad- 
mitted to previous undisclosed syncope. 

During the experimental procedures, 21 (42%) of 
the subjects had one or more syncopal episodes, or 
near enough to syncope to stop the precipitating 
cause. Of the group having experimental syncope, 
15 (71%) had significant cardiac arrhythmias 
associated with the syncopal episode. Two of 
the subjects having cardiac arrhythmias associated 
with syncope also had significant drop in blood 
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pressure at the onset of the arrhythmia. In seven 
subjects, breath-holding produced syncope with 
arrhythmia. One subject had syncope with arrhyth- 
mia secondary to breath-holding after hyperventila- 
tion. In five subjects, carotid sinus stimulation pro- 
duced arrhythmia associated with syncope. Five of 
the 15 subjects had syncope associated with arrhyth- 
mia due to orthostatic influences. This represented 
all cases of syncope due to orthostatic influences. 
The apparent discrepancy in numbers is due to the 
fact that a few subjects had syncope from more 
than one precipitating factor. 

Syncope may occur with breathing maneuvers in 
the absence of apparent significant cardiac arrhyth- 
mia. There were 11 subjects (22%) in all who had 
syncope with breath-holding maneuvers and an 
additional subject who had syncope with breath- 
holding after hyperventilation. Often the syncopal 
episode occurred during the recovery phase after 
breath-holding. The true incidence of syncopal epi- 
sodes which might be precipitated by such breath- 
ing maneuvers is slightly higher than this, as those 
individuals who had strong orthostatic influences 
were not always subjected to the remainder of the 
experimental protocol. This decision was made 
since these individuals could not be properly evalu- 
ated concerning their response to specific stimuli. In 
9 of the 21 subjects, syncope could be induced with 
carotid sinus massage (five associated with cardiac 
arrhythmia and four without arrhythmia ). Syncope 
commonly occurred after rather than during mas- 
sage. In five of the subjects syncope could be in- 
duced by orthostatic influences (all five were asso- 
ciated with arrhythmia ). 


| 
Fig. 2 (case 5).—Continuous lead 3 taken within three 
minutes after patient had been standing on tilt-table (up- 
right 90 degrees). Sinus arrest with escape beats occurred 
and syncope followed. Artifact of muscle tremor is present. 
Subject was tilted to recumbent position and recovered. 


' 
; 
t 


Of the 15 cadets who admitted to previous syn- 
copal episodes that had not been previously dis- 
closed, 7 developed experimental syncope during 
the procedure. This, of course, means that eight 
other subjects who had previous clinical syncope 


1626 CARDIAC ARRHYTHMIAS—DERMKSIAN AND LAMB Po 
ay 
Seige 


Vol. 168, No. 12 


had no syncopal episodes during the experimental 
procedures. Fourteen subjects who experienced syn- 
cope under experimental conditions denied any 
previous episode of clinical syncope. 
In all the examples of syncope in this series, none 
were induced by breath-holding at the height 
at inspiration. All syncopal episodes secondary to 
breathing maneuvers were due to prolonged breath- 
holding and/or breath-holding after a period of 
hyperventilation. Breath-holding after hvperventila- 
tion commonly produced effects similar to pro- 
longed breath-holding. Therefore, it is listed in a 
separate category only when it alone, as an addi- 
tional stress mechanism, induced a syncopal episode. 
Of the 50 subjects undergoing the experimental 
syncope procedures, 37 (74%) demonstrated some 
form of cardiac arrhythmia. In 22 instances, the 
cardiac arrhythmia occurred without subsequent 
syncope. More than one form of stress was capable 
of producing arrhythmia in a number of the indi- 
viduals. In 26 subjects (52%), cardiac arrhythmia 
of some type could be induced by breath-holding 
and by breath-holding after hyperventilation. In 
two additional cases, cardiac arrhythmia was in- 
duced only by breath-holding after hyperventila- 


Fig. 3 (case 35).—Top strip demonstrates base-line lead 2 
for patient in recumbent position. Remaining tracing is con- 
tinuous lead 2 taken within three minutes after patient had 
been tilted to upright (90-degree) position. Sinus arrest 
with nodal escape and slow nodal rhythm is demonstrated. 
This occurred at onset of base-line studies to begin proce- 
dures. 


tion. Twenty-eight (56%) of the cadets had some 
form of cardiac arrhythmia after one of the respira- 
tory maneuvers. Eight cadets (16%) demonstrated 
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cardiac arrh after carotid sinus massage. 
Five cadets (10%) developed cardiac arrhythmia 
associated with orthostatic stress. It is interesting to 
note that of the seven subjects who had a previous 
clinical episode of syncope as well as having syn- 
cope during he experimental routine, six had syn- 
cope secondary to breath-holding and one due to 
orthostatic influences. 


Fig. 4 (case 6).—Above, continuous lead 2 demonstrates 
period of cardiac arrest terminated by escape beats and 
transitory atrial flutter. This episode occurred two minutes 
after carotid sinus massage with patient standing (90 de- 
grees) on tilt-table. Below, continuous lead 2 after tilting 
of patient to the horizontal position demonstrates atrial 
rhythm. Second strip shows atrial rhythm with A-V dissocia- 
tion. Note inverted P wave just emerging before the last 
ORS event. 


In 30 instances in which a cardiac arrhythmia 
was induced by respiratory maneuvers, atropine 
was administered. After adequate atropinization 
(approximately six minutes after the injection of 
1/50 grain of atropine), in no instance were any 
cardiac arrhythmias induced by any of the respira- 
tory maneuvers. 

A very brief summary of the findings in the indi- 
vidual cases is presented in the table. 

Comment 

The incidence of syncope in this group of cadets 
beginning flving training suggests that the reported 
low incidence of syncope in cadets is entirely fic- 
titious and represents a suppression of information 
by the cadet applicants in order to gain entrance 
into the program. If a similarly high incidence of 
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syncope should exist in all of the individuals ac- 
cepted for preflight training, it may be assumed 
fiving training have already ex 

of clinical syncope. (The observed oupadien a 
3% is a sample estimate of the true proportion in 
the total i nr of pilots beginning flying train- 


Fig. 5.—A (case 9), A-V block occurs just at the height 
of inspiration and onset of breath-holding. B (case 9), more 
persistent second-degree A-V block during prolonged breath- 
holding. C (case 10), continuous lead 2 demonstrates change 
in pacemaker occurring with breath-holding., D (case 3), 
lead 3 demonstrates atrial rhythm and A-V block precipi- 
tated by breath-holding after hyperventilation. 


ing. As such, it is subject to sampling variation. Us- 
ing a confidence interval of 2s, it can be expected 
that there is only 1 chance in 20 that the true pro- 
portion having an episode of syncope lies below 18 
or above 42%.) Needless to say, a large percentage 
of these individuals complete their flying training 
and carry out to completion a useful flying career. 

Syncope as Underlying Disease State. The rela- 
tively high incidence of syncope in a normal avia- 
tion cadet preflight group is strong argument against 
the concept that syncope itself presents an under- 
lving disease state. It is difficult to assume that 30% 
of our highly selected, apparently healthy young 
men have an underlying disease process or disease 
complex which causes them to be subsequent haz- 
ards to flying or other crucial industrial situations. 

Cardiac Arrhythmias.—In_ this series, it was 
impressive to note the high incidence of cardiac 
arrhythmias associated with syncopal episodes. Car- 
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diac arrhythmias appeared to be important even in 
the presence of experimental orthostatic syncope. 
While it was previously noted " that cardiac ar- 
rhythmias were important in syncope induced by 
respiratory maneuvers, this finding in orthostatic 
syncope suggests their importance in other forms of 
syncope as well (fig. 1, 2, and 3). Subjects 5, 17, 
31, 35, and 47 demonstrated significant cardiac 
arrhythmia in association with their syncopal epi- 
sodes 


Carotid sinus massage induced . com- 
monly presenting both cardiac arrhythmia and vaso- 
depressor response (fig. 4). The respiratory maneu- 
vers presented the largest number and the largest 
variety of cardiac arrhythmias. Passive rhythms, in- 
cluding atrial rhythm, A-V dissociation with nodal 
rhythm, and lower nodal rhvthm were commonly 
noted (fig. 5, 6, and 7). One episode of nodal 
tachycardia was also observed (fig. 8). 

In some instances cardiac arrhythmias were dis- 
tinctly obvious as the major factor precipitating a 
syncopal episode. In the presence of cardiac arrest 
with no cardiac beat, no alternative explanation 
seems feasible. In those cardiac arrhythmias which 
resulted in marked depression of the cardiac rate, it 
might be assumed that the accompanying cardiac 
arrhythmia in the presence of other factors was 
sufficient to create syncope. In the event that any 
degree of vasodepressor syncope is present with 
peripheral arteriolar dilatation, progressive depres- 
sion of the cardiac rate further compromises cardiac 
output. This in turn can be expected to lead to 
cerebral ischemia and present as a syncopal epi- 
sode. As indicated in a previous paper,’ the respira- 
tory reflexes which originate from stretch receptors 
within the _— stimulate the same efferent reflex 


Fig. 6 (case 19).—Continuous lead 2 demonstrates onset 
of nodal rhythm with breath-holding. 


pathways that are stimulated by the carotid sinus 
afferent nerves. Thus, one should expect both vaso- 
depressor and cardiac arrhythmia responses when 
the respiratory stretch reflex is stimulated. In this 
aren , the cardiac arrhythmias seem to be a major 
actor. 
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Effect of Atropine Administration: Another inter- 
esting finding was that cardiac arrhythmias were 
not induced in any case by respiratory maneuvers 
after the administration of atropine. This strongly 
suggests that adequate atropinization geen he a 
protective mechanism against 
arrhythmias by stress procedures. It follows > ie 
previous tion * which has utilized ortho- 
static tests with the concomitant administration of 
— has protected the experimental subject 

from demonstrating cardiac arrhythmias. It seems 
that not only may atropine act to produce syncope 
syncope by abolishing vagal reflexes which cause 
cardiac inhibition and result in cardiac = 
Impending syncopal episodes were 
intravenous administration of atropine. 

Changes in Electrolyte Pattern: One might ask 
what role shifts in electrolytes might play in the 
cardiac arrhythmias precipitated by respiratory ma- 
neuvers. It is pertinent to point out that cardiac 
arrhythmias were induced in subjects by prolonged 
breath-holding and also by breath-holding at the 
height of inspiration after hyperventilation. In the 
former instance with prolonged breath-holding, car- 
bon dioxide retention should result in a tendency 
toward respiratory acidosis. In the latter instance, 
hyperventilation should tend toward respiratory 
alkalosis. Regardless of these two extremes in the 
assumed change in electrolyte pattern, cardiac 
arrhythmia was induced. 


| 


nodal rh rhythm induced by breath-holding after h 
tion. 


A point of some interest in this series was the 
absence of syncope occurring immediately with 
breath-holding at the height of inspiration. Two 
subjects in the previous reported series of syncope 
patients * did present this finding. 


Effect of Age: This particular group of subjects 
is not entirely comparable to those previously 
studied as they obviously represent a somewhat 
younger age group. It is well known that differ- 
ences in vagotonia occur with different age groups. 
Marked sinus arrhythmia is more prone to occur in 


Fig. 8 (case 41).—Lead 2 demonstrates nodal rhythm and 
burst of nodal tachycardia induced by breat after 
hyperventilation. 


the younger individual. Whether this is a significant 
difference in the two groups studied to date is not 
known. 

It is apparent from the study of this small group 
of aviation cadets that the incidence of clinical 
syncope in cadet applicants is considerably higher 
than has been previously supposed. Much needs to 
be done before any statement can be made concern- 
ing selection techniques to predict the future o¢cur- 
rence of syncope in any individual. It is highly 
significant that 14 individuals who presented experi- 
mental syncope by currently used procedures had 
apparently never experienced syncope on any other 
occasion. On the other hand, the experimental pro- 
cedures were not able to identify the subjects who 
had previously experienced syncope. An individual 
may be syncope prone at one period of his life due 
to temporary circumstances (e. g., recent excessive 

weight loss) and not be syncope prone on 
vent occasions. 


Summary 

Fifty young, apparently healthy aviation cadets 
in preflight training were evaluated in regard to 
syncope. Thirty oh ww cent of these subjects admitted 
to previous, ‘losed syncope when they were 
not in fear of detection or removal from the train- 
ing program. Twenty-one of the cadets experienced 
experimental syncope during the syncope proce- 
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dures. Cardiac arrhythmia was frequently associated 
with the svncopal episode and cardiac arrhythmia 
was frequently induced by respiratory maneuvers 
without syncope. Intravenously given atropine 
parently prevented recurrence of cardiac arrhy 
mia induced by respiratory maneuvers. Significant 
cardiac arrhythmia was also noted in simple ortho- 
static syncope. 
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EXPERIENCE WITH MEDICARE 
Paul I. Robinson, M.D., New York 


Last year at this time, it was only possible to 
report that the Dependents’ Medical Care Program 
(Medicare), for wives and children and dependent 
husbands of active duty personnel of the uniformed 
services, had been placed in being. The program 
had been in effect barely six months. Now, de- 
pendents have been receiving care from civilian 
physicians in civilian hospitals for 18 months. By 
March, 1958, $35,957,020 had been paid to physi- 
cians and $35,154,621 to hospitals, and these 
amounts were reimbursed to Blue Cross, Blue 
Shield, state medical associations, and insurance 
companies who are acting as fiscal administrators 
under contract. These remarks are directed toward 
analysis of two phases of this program: (1) what it 
is doing for the uniformed services and (2) what it 
is doing for the profession of medicine. 

As of March 1, 1958, physicians of all states, the 
District of Columbia, the territories of Hawaii and 
Alaska, and the Commonwealth of Puerto Rico par- 
ticipated in the program. Four states reported 34.8% 
of all physicians’ claims; California, reporting 79,831 
(18.2%) physicians’ claims, led, and Texas a 
with 35,700 (8.1%). Next were Virginia, 

19,876 (4.5%), and Florida, with 17,572 (4.0%). North 
Dakota had the fewest claims and Alaska next few- 
est. By geographical area, the Pacific states led with 
21.9% and next came the South Atlantic states with 
21.6%. The New England states had the fewest 
(5.5%). Sample studies in several states indicate that 
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it had inflationary effects and influenced 
physicians to overcharge lack cogent proof, 
and it is believed, rather, that physicians 
themselves can control those few who charge 
unreasonably. The program has brought 
medical care to many people who apparently 
would not have gone to the hospitals of the 
uniformed services. It represents a challenge 
to the facilities of the uniformed services to 
adjust their methods of affording medical 
oo Cee but it also represents a 
local medical associations in 
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tic s, and 
Significance, J. A. M. A. 06831200-1207 ( Nov. 1) 1958. 
3. Weissler, A. M.. and others: Vasodepressor Syncope: 
Factors Influencing Cardiac Output, Circulation 138875-882 
(June) 1957. Weissler, A. M.; Leonard, J. J.; and Warten, 
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V 
program was followed by a marked drop of 
deliveries in uniformed services facilities and 
a marked increase of deliveries in the civilian 
facilities. A comparison of average daily po- 
tient loads showed that an average of 54%, 
more dependents a day received medicol 
care at government expense in 1957 (under 
the Medicore program) than in 1956 but 
that the number receiving such care in uni- 
formed services facilities decreased by 
11.6%. Additional evidence that Medicare 
is acceptable to uniformed personnel was 
from 30% to 40% of registered physicians have cared 
for one or more patients. These same studies indicate 
that 77.3% of the participating physicians had been 
paid less than $500 each, and only 0.2% had re- 
ceived $10,000 or more. It is evident that the patients 
—~7 A — the areas of schedules of allowances and 
Office of the Surgeon General, U. S. Army, Washington D. C. their utilization. 
Read before the Section on Military Medicine at the 107th Annual 
"ae of the American Medical Association, San Francisco, June 27, 
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are being cared for in greatest numbers in those 
states with the largest troop concentrations. As far 
as the profession is concerned, the program is a 
small one but it is extremely widespread in its ap- 
plication because personnel of the uniformed serv- 
ices reside in every hamlet of the United States and 
their dependents many times return to their homes 
when they are unable to accompany their sponsors. 
This is well illustrated by the fact that 88% of all 
of the dependents cared for in West Virginia were 
residing apart from their sponsors and 43% of all 
patients in the program were residing apart from 
their sponsors because of the exigencies of the uni- 
formed service. 


Effect on Physicians’ Fees 

At the inception of the program, the Office for 
Dependents’ Medical Care depended a great deal 
on the experience and wisdom of the state medical 
associations in many aspects of the program. Nota- 
ble in this regard was the determination as to 
whether or not the schedules of allowances would 
or would not be published to the physicians of the 
state. There was, and still is, a great difference in 
philosophy of state medical associations as to phy- 
sicians charges. Some, our experience would indi- 
cate, believe that physicians should be entitled to 
a fixed fee, regardless of type of practice or state of 
training. These states published their schedules of 
allowances, and, with few exceptions, physicians 
charges conform therewith. Others were of the 
opinion that every physician should know the maxi- 
mum negotiated allowance but that he should 
charge his usual fee. These states also published 
their schedules but encouraged physicians to charge 
their usual charges. Our experience in these areas 
indicates that there are a considerable number of 
physicians who do charge below the maximum of 
the schedule but by far the greater majority charge 
the amount published in the schedule. A_ third 
group of states feels that physicians should deter- 
mine their charges in each individual case, consid- 
ering all factors. They have not published their 
schedules but have assured their physicians that a 
fair and equitable amount has been negotiated and 
have instructed them to charge an amount equal to 
their ordinary charge for patients in like circum- 
stances. Our experience in this group of states 
indicates that the physicians charges conform, in 
general, to normal civilian practice, a considerably 
greater number being below the modal amount and 
a few being higher than the schedule. 

It is not considered to be within the scope of the 
Office for Dependents’ Medical Care to express an 
opinion on this great problem of physicians’ remu- 
neration. We are aware of the allegations that in- 
surance, Blue Shield, and other similar programs 
are having inflationary effects and influence physi- 
cians to “overcharge.” Our experience does not dic- 
tate that we subscribe to this allegation. We believe 
that the vast majority of physicians’ charges in our 
program are reasonable and not seriously out of 
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line with those in civilian life. We believe that 
physicians themselves can control those few who 
charge unreasonably, and we have in our files many 
examples of just such actions on the part of Medi- 
care committees within the states. The physicians 
of the nation have a challenge in this program in 
that they have a distinct opportunity to control 
many features of its operation. 


Type of Care Rendered 


Sample studies have indicated that 41.4% of the 
care rendered in the program is for obstetric serv- 
ice. While the figures are not exactly comparable 
because of different definitions of stillbirths used in 
uniformed services facilities and in some of the 
states in civilian life, it is appropriate that this field 
be discussed. In 1956 (January through August), 
there were 114,129 deliveries in uniformed services 
hospitals in the United States, Alaska, Hawaii, and 
Puerto Rico; in the same months for 1957. there 
were 82,805 births in these facilities. In civilian 
facilities, under the Dependents’ Medical Care Pro- 
gram during the same period of time (1957), there 
were approximately 77,910 deliveries. 

In other words, there had been a reduction in 
uniformed services facilities of 31,324 deliveries in 
the same period from 1956 to 1957. If the civilian 
program was responsible for all of this reduction, 
it had also taken care of 46,586 additional deliver- 
ies. It was impossible to extend this study further 
into 1957 and 1958 because of incomplete informa- 
tion in the Dependents’ Medical Care Program. If 
this had been possible, it is likely that a still greater 
drop of deliveries in uniformed services facilities 
would have been noted and an increase in the 
civilian program. This is understandable. Expectant 
mothers desire personal attention by one physician, 
they like privacy, they like to discuss the type of 
anesthesia they will be given, and they dislike 
long waiting periods. They feel they have a better 
chance of getting all of this in the civilian program, 
and the uniformed services may have to make some 
changes in many of their installations if they desire 
to continue active and large obstetric services. 

On the basis of an average daily patient load 
study made in the same comparative period (Janu- 
ary through August, 1956-1957), while obstetric and 
gynecologic care given in uniformed services fa- 
cilities dropped 19.7%, all other care for dependents 
dropped only 5.8%. It is known that there was a 
considerable backlog of tonsillectomies in many 
uniformed services clinics and that scores of these 
operations were accomplished in the early months 
of the civilian program. There has been a reduction 
of approximately 2% in troop strength. Certain 
uniformed services facilities are not staffed and 
equipped to accomplish all procedures of a medical 
nature. In view of these considerations, the drop of 
5.8% in all care except that in obstetrics and gyne- 
cology may not be more than expected or desired 
by the uniformed services. 


Choice of Government and Civilian Facilities 


Since the hearings before the Appropriations 
Committee of the House of Representatives in 
April, 1957, there has been considerable discussion 
in the Defense and in civilian medical 
and hospital forums of the policy of permitting the 
patient to have “free choice” between uniformed 
service and civilian facilities and physicians. You 
are aware of the fact that the law affords an op- 
portunity for restriction of those who 
reside with their sponsors (approximately 57% of 
dependents who have participated in the program). 
Sincere attempts have been made to compare costs 
of medical care in uniformed services facilities with 
those in civilian communities. At this time, no valid 
comparison has been made. It is our opinion that 
much more detailed studies will have to be con- 
ducted before any conclusions can be drawn. There 
are many other factors which must be given thought 
when restrictions of “free choice” are considered. 

Hospital admissions are cheaper to the de- 
pendent in uniformed service facilities, because for 
civilian care they must pay $25 for any period in 
the hospital of 14 days or less whereas in uniformed 
services hospitals they pay only $1.75 per day. 

A small number of state medical associations sin- 
cerely feel that the Dependents’ Medical Care Pro- 
gram should be operated on an indemnity basis. 
A great many more, however, are just as sincere in 
their beliefs that the program would not be success- 
ful if operated on an indemnity basis. The adminis- 
tration of the program, part indemnity and part full 
coverage, insofar as physicians’ service is concerned 
would be most difficult, if not impossible. To the 
services this would mean that physicians in the in- 
demnity states could charge patients additionally 
whereas in other states they could not. Insofar as 
hospitalized dependents are concerned, physicians’ 
charges are on a full service basis. But hospital 
charges are on a deductible basis, as are physicians’ 
charges for authorized outpatient care. The Medi- 
care plan is an individual plan designed to furnish 
medical care specifically to dependents of uni- 
formed services personnel. Continued efforts are 
being made to acquaint everyone with the plan in 
its proper perspective. This difference of opinion 
among state medical associations as to the type of 
program is perhaps a reflection of a continuing issue 
in the ance of voluntary health insurance. A 
change in the method of operation of the Depend- 
ents Medical Care Program would probably have 
very little influence on the ultimate solution of the 
problems in the health planning field which con- 
front physicians of the nation, the health insurance 
industry, and the government. 

The average daily patient load of dependents in 
uniformed services facilities in the United States, 
Alaska, Hawaii, and Puerto Rico during the period 
of January through August, 1956, was 6,876, where- 
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as in the same period of 1957 it was 6,075, a de- 
crease of 11.6%. In the same period and area the 
average daily patient load in civilian facilities un- 
der the Dependents’ Medical Care Program was 
4.531. In both uniformed service and civilian facili- 
ties, an average of 10,606 dependents each day re- 
ceived medical care in 1957, as against 6,876 in 
1956. In other words, an average of 54.2% more 
dependents a day received medical care at govern- 
ment expense in 1957 than in 1956. 

Since September, 1957, 750 questionnaires have 
been sent to sponsors whose dependents have re- 
ceived care in civilian facilities under the program. 
In answer to a question as to why they chose to use 
the civilian program rather than a uniformed serv- 
ice facility, 43.6% said they resided too far from a 
uniformed service hospital; 14.9% stated that the 
type of care required was not available at uniformed 
service hospital; 13.8% preferred civilian facilities 
for diverse reasons; 12.8% said the uniformed serv- 
ice hospital was inadequate or overcrowded, 7.0% 
preferred the services of a particular physician or 
hospital; 5.0% received emergency care; and 2.9% 
stated the civilian facility was more convenient. 

In an open section for general comments on the 
program, 25% gave gratuitous praise to the pro- 
gram, 48% had no comment, and the remaining 27% 
commented that they thought the program should 
be extended to include outpatient care, dental care, 
drugs, and other items or made comments on costs 
to them being rather high or information being 
difficult to find. In general, the replies to these 

questionnaires lead us to believe that the program 
has a high degree of acceptance among, uniformed 
services personnel 


Summary and Conclusions 


Evidence is available substantiating the belief 
that the Dependents’ Medical Care Program is ren- 
dering medical care to those who could not reason- 
ably obtain this service in hospitals of the uniformed 
services. In general, the program has had excellent 
reception by the physicians of the United States. 
However, it presents a distinct challenge to local 
medical associations in their own operational re- 
sponsibilities in the areas of schedules of allow- 
ances and their utilization. It also presents a real 
challenge to the uniformed services medical facili- 
ties in improving care for dependent patients. The 
Office for Dependents’ Medical Care desires to 
recognize the invaluable assistance which has been 
given to it over the past year by the surgeons general 
of the U. S. Army, Navy, Air Force, and Public 
Health Service, by the advisory committees of the 
American Medical Association, the American Hos- 
pital Association, and the Secretary of Defense, and 
by the state medical associations and their fiscal 
administrators, who have always been considerate 
and helpful in arriving at solutions to perplexing 
problems. The personal interest and unfailing sup- 
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ents Medical Care will cc 
ister the program with the interests of all the uni- 
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formed services and all the physicians and hospitals 
of the nation in mind in an endeavor to render 
medical service to dependents of the active mem- 

conformance 


1 Madison Ave. (10). 


surveys in groups of athletes. After exercise or 
training, blood is commonly found in the urine of 
athletes engaged in all contact sports, including 
boxing.’ In such men exercise may be considered 
as a provocative test demonstrating hematuria 
which may not be present at rest. Such hematuria, 
while usually innocent, transient, and painless, 
may also be indicative of prodromal states in the 
kidney which require careful investigation and 
treatment. 

The present report is based on a three-year uro- 
logic study of 764 professional boxers participating 
in 150 events at Madison Square Garden and St. 
Nicholas Arena in New York. A series of investiga- 
tions was conducted which demonstrated a correla- 
tion between boxing hematuria and morphologic 
and physiological changes in the upper urinary 
tract. These observations suggest that boxing hema- 
turia is usually of traumatic and mechanical origin. 
It is hoped that these studies will help to supple- 
ment existing knowledge concerning the nature of 
renal trauma. 

Methods 


The investigation included (1) clinical and lab- 
oratory examinations during the day of the bout, 
(2) observations of boxers in the ring, (3) roent- 
genographic examinations of the urinary tract in 
100 boxers with significant hematuria, and (4) 
supplemental clinical studies of boxers, other ath- 
letes, and groups of nonathletes for control ob- 
servations. 

Clinical Examination During Day of Bout.—The 
mid-day examination was conducted in the medical 
offices of the New York State Athletic Commission 
prior to the weighing-in of the pugilists. Complete 


were studied in 764 professional boxers 
participating in 150 events during a three- 
year period. A urologic history was obtained 
from each ject, and altogether 2,200 
specimens of urine were obtained before 
tained after bouts. Comparisons were also 
possible between 132 substitutes who were 
prepared to box called upon to do 


physical examinations were made by Drs. Alexander 
Schiff, Vincent Nardiello, and Samuel Swetnick. I 
obtained a urologic history from each subject and 
collected samples of urine by the two-glass method. 
Urinalyses were then performed, and clinical and 
laboratory data were recorded. In all, 2,200 prebout 
urine specimens were collected. 

Before his scheduled bout, I reexamined each 
boxer in the dressing room. Temperature, blood 
pressure, pulse rate, and respiration rate were noted 
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port of the Secretary of the Army, as executive 
agent for the program, has been one of the great 
contributing factors to the success of the program 
during these trial months. The Office for Depend- 
HEMATURIA IN BOXERS 
Aaron H. Kleiman, M.D., New York 
Significant hematuria, defined in this study as 
six or more red blood cells per high-power field, is 
generally regarded as a serious symptom for which Disturbances of renal and vesical function 
a complete urologic investigation is indicated. Little 
mention is made in the literature, however, of such 

} 

8 so and pugilists who did box. Only 1,518 
urine specimens were obtained immediately 
after bouts because 550 boxers were unable 
to urinate for several hours after the bout. 
Significant hematuria (6 or more red blood 
cells per high-power field) was found in 415 
(27% of 1,518) postbout specimens of 
urine; 30 specimens were salmon pink, 8 
were bright red, and 4 were dark red. A 
significant number of boxers showed con- 
sistently normal urinalyses even after four 
or more bouts. Roentgenographic studies re- 
vealed structural adnormalities of the kidneys 
in mony cases of hematuria and suggested 
that such defects render the kidneys more 
susceptible to the trauma of boxing as 
demonstrated by the high incidence of re- 

From the New York Polyclinic Medical School and Hospital. 

Presented as a scientific exhibit at the 53rd Annual Meeting of the 

— Urological Association, New Orleans, April 28 to May 1, ae 


for comparison with earlier and later records. From 

12 to 16 pugilists were examined for each ring 

event, and all but a few of these actually boxed. 

The others were substitute boxers (emergency 

bouts ) who remained available in case of the early 

knockout of a featured boxer. There were 132 such 
examined. 


Fig. 1.—Boxer in crouch position. Repeated trauma is re- 
ceived in arched position. Action of diaphragm and abdom- 
inal muscles plays role in renal trauma and ptosis. 


Immediately after participating in a contest, each 
pugilist was given a special urologic examination. 
Emphasis was placed on areas of tenderness over 
the loin or abdomen. Blood pressure, pulse rate, 
temperature, and respiration rate were again re- 
corded. Whenever possible, the urine was collected 
by the two-glass method. Since 550 boxers were 
unable to void for several hours after the bout, and 
the 132 substitutes did not box, only 1,518 post- 
bout urine specimens were available for analysis. 

Ring Observations.—The boxing performances of 
most of the subjects under study were witnessed 
personally. Thus, evaluation of boxing styles, “kid- 
ney punches,” knockdowns, and lacerations about 
the face and head was possible. 

The typical boxer assumes a modified crouch 
position when facing his opponent (fig. 1). For 
better balance in the ring, his left foot is placed 
about 15 in. in front of his right and at a 90-degree 


angle. His extended left upper extremity is used for 
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offensive tactics and his flexed right upper extremity 
for defense against blows to the face or body. At 
precise opportune intervals, the stronger right fist 
is used to deliver the most damaging blows. 
During an attack, many boxers emit a loud grunt 
which is timed with the delivery of a punch (“grunt 
reflex”). This grunt is produced by combined ac- 
tion of the diaphragm and abdominal muscles, and 
it causes the diaphragm to contract against the 
kidney with possible renal displacement as a conse- 
. Both the grunt reflex and blows received 
irectly to the abdomen in the semicrouched posi- 
tion are prominent etiological factors in hematuria, 
renal trauma, and excessive renal mobility. Such 
blows to the abdominal and kidney regions are far 
fewer than those directed to the head and face, 
which comprise about 85% of all blows delivered 
in the average contest. Many abdominal punches 
are blocked or slipped. Loin blows are usually 
received by the left kidney (fig. 2), but since these 
are indirect their force is attenuated. The left renal 
trauma is usually not as pronounced as when a blow 
is delivered directly to the right upper quadrant 
of the abdomen, with right renal injury more fre- 
quent as a consequence (fig. 3). 
Roentgenographic Studies.—Intravenous urog- 
raphy was performed in 100 volunteers out of 415 
men found to have significant boxing hematuria. 


/ v. 
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Fig. 2.—Loin blow received by left kidney. Such blows 
are less traumatic than direct blows to right upper abdominal 
quadrant. 
The studies were made at the medical offices of 
the New York State Athletic Commission within 
three days after a bout. Findings on urinalyses 
ee =— were usually normal at this time. 
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After a preliminary scout-film study, 20 cc. of 
diatrizoate (Hypaque ) sodium was slowly injected 
into a vein of the forearm. Roentgenographic ex- 
posures were made with the subject in the supine 

tion at intervals of 5 minutes and 30 minutes. A 

Im with the subject standing was taken within 15 
minutes after injection. Excretory urography was 
well tolerated, with no local reactions and only five 
minor gastrointestinal disturbances observed. In 12 


studies were necessary to substantiate urographic 
findings. Follow-up intravenous urograms were 
done within three vears in 74 cases. 

Supplemental Investigations.—Additional studies 
were made to help determine whether postbout 


hematuria is a uence of the activities in- 
volved in boxing or eristic of all vigorous 
exercise. 
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Fig. 3.—Force of direct blow to right upper abdominal 
quadrant shown transmitted to right kidney. 


There were 132 “emergency bout” or stand-by 
boxers who were given standard prebout physical 
and laboratory examinations but who were then not 
called on to participate in an event. Findings in 
these boxers are used for comparison. 

Gymnasium training for boxers consists of at 
least 30 minutes of strenuous exercise, including 
rope jumping, “shadow” boxing, and light and heavy 
bag punching. In order to study the effects of heavy 
exercise as compared with ring boxing, 100 of the 
boxers were chosen at random to present two-glass 
samples of urine immediately after such exercise. 
These urinary findings were charted for comparison 
with specimens obtained from the same subject 
before and after a boxing match. 
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A group of 20 middle-aged, retired boxers, which 
included 14 world champions, was carefully exam- 
ined for residual urologic findings. The men had 
fought a minimum of 100 professional bouts during 
their boxing careers, with one veteran having cam- 
paigned through 527 bouts. Clinical observations 
included urologic history, physical examination, 


Taste 1.—Incidence of Hematuria in Professional Boxers 
Prefight (2.0 Poetfight (1515 
Specimens) Specimens) 


Red thood celle high-power fleld No No 


urinalysis, and intravenous urography. None of 
these men had any complaints referable to the 
urinary tract. 

A sample of 27 men who showed consistently 
normal urinalyses after four or more bouts was 
selected for intravenous urography in order to de- 
termine whether any significant differences in 
morphology could be found between the men who 
did not bleed and those who often developed 
hematuria after a bout. 

One hundred nonathletes, veterans of the Ko- 
rean war, volunteered to participate in a study 
designed to filter out important factors in boxing 
hematuria and to determine their relative impor- 
tance. Physical examination and urinalysis were per- 
formed on all the men to determine renal status. 
They were then divided into two groups of 50, each 
comprising 25 men with urinary abnormalities and 
25 men with essentially negative findings on uri- 
nalysis. Each group of 50 was then subjected to 
strenuous jumping and bending exercises to a point 
of physical exhaustion for a mean exercise time of 
12 minutes. In addition, the men in the second 
group were also subjected to 20 blows of moderate 


Taste 2.—Incidence of Significant Posthout Hematuria 
According to Rounds 


Urine Hematuria* 
Rounds, No No No % a 


1,518 
* oF more red celle per bigh-power fled. 


severity over the loin and abdomen. After these 
stresses, urinalyses and intravenous urograms were 
again performed on all the men. 

Results 


Clinical Observations.—Blood pressure, pulse rate, 
and temperature all rose substantially shortly before 
the pugilists entered the ring. The mean pulse rate 
was 84 per minute, the mean body temperature 
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100.4 F (38 C), and the mean rise in blood pres- 
sure 20 mm. Hg systolic and 8 mm. Hg diastolic. 
These changes were transient and unrelated to 
subsequent hematuria. A small percentage of the 
men also showed .r microhematuria before 
a bout (table 1). The emergency bout substitutes 
who did not box showed the same physiological 
elevations in the evening but had no increase in 
hematuria on voiding. 


3.— Results of lntravenows Urography in 100 Boxers 
with Significant Hematuria 


Inektener, Ne. 
Richt Side Le t Siete 
Renal Abnormality 

Excessive renal motility ....... 
cotline of |. . 
outline of bower ... 
Impaired eutline of of ealver< . 
Contractet Kikimew ....... 
re tupliention end tireter 
Albeont ..... 
Ketopie (pelle) kktney 


Ureteral malty 

Tortuous ureter ...... 
Hydroureter (congenital: .......... 
Ureteroerle ... 
Ureteritix« eyetien .. 
Retuplieation of ureter ....... ? 


Laboratory Findings.—Significant hematuria (6 or 
more red blood cells per high-power field with or 
without albumin or casts) was demonstrated in 
415 (27%) of the 1,518 postbout urinalyses obtained 
(table 1). This high incidence of hematuria re- 
flected a tendency to recurrence in 237 of the 764 
boxers participating in the study. No correlation 
was found between the presence of erythrocytes in 
the urine and the age of the boxers (range, 18 to 
39 vears). Boxing experience was likewise not a 
factor. The postbout hematuria rapidly disappeared. 
It was gone within 24 hours in 92% and within 48 
hours in virtually all instances. 

Gross hematuria was recorded 42 times: 30 speci- 
mens were salmon pink, 8 were bright red, and 4 
were dark red. In eight cases postbout gross hema- 
turia recurred. This symptom was more commonly 
found in the heavyweight than in the featherweight 
divisions and followed bouts of 10 rounds or more. 

A marked racial difference was one of the most 
striking findings. Although the ratio of nonwhite to 
white boxers was approximately 2:1 (513 to 251), 
the incidence of significant hematuria was twice as 
high in the white as in the nonwhite boxers. It was 
found in approximately one of two white boxers, but 
in only one of four of the nonwhite pugilists. 

More according to expectation was the finding 
that increased time in the ring increased the ten- 
dency toward significant hematuria: 44% of the 
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boxers who fought 10 to 15 rounds and 40% of those 
who boxed 6 to 8 rounds, but only 17% of those go- 
ing 4 rounds showed this finding (table 2). 

Trauma was found to be the usual cause of hema- 
tura, albuminuria, or cylindruria. In serial studies 
of individual boxers with hematuria, abnormal ele- 
ments were usually found after a difficult bout, 
although they were absent when body trauma had 
been at a minimum. In most instances, the abnormal 
elements were found to be coexisting; that is, al- 
buminuria and cylindruria rarely occurred without 
hematuria. 

Roentgenographic Findings.—The intravenous 
urograms revealed achitectural changes within the 
kidney which correlated with the frequent presence 
of hematuria (table 3). None of these morphologic 
changes, however, was sufficiently serious to re- 
quire surgical intervention. The disorders most fre- 
quently diagnosed were hydronephrosis and mov- 
able kidney. In many instances, congenital renal 
anomalies were associated with significant hema- 
turia aggravated by trauma. 

Hydronephrosis (fig. 4) was demonstrated in 26 
of 100 boxers with significant hematuria and 
occurred twice as frequently on the right side as 
on the left. Indeed, the preponderance of all lesions 
involved the right side, especially in the region of 
the upper calyces of the right kidney. In figure 5, 
urograms of a light-heavyweight boxer, with blood 
pressure of 128/78 mm. Hg, illustrate this. Exces- 
sive mobility involved the right kidney 22 times and 


Fig. 4.—Five-minute urogram (supine position) of retired 
middleweight boxer who developed left renal colic during 


bout at 22 years of age. Note congenital bilateral hydro- 
Lower 


nephrosis. left major calyx is shaggy and indistinct. 
the left kidney 10 times. In one case, that of a light- 
heavyweight boxer with gross postbout hematuria 
and a blood pressure of 128/80 mm. Hg, a second 
urogram disclosed a ptosed left kidney not dis- 
cernible six months earlier. 
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A racial difference was again noted; excessive 
mobility occurred three times as frequently in the 
white as in the nonwhite boxers. The impression 
was gained that the perirenal fascial support is 
sturdier in nonwhite than in white persons, but 
anatomic studies are needed to substantiate this 
opinion. 

Many of the characteristic pericalyceal deformi- 
ties which are seen in urograms of both active and 
retired boxers are the result of a progressive process 
arising from repeated traumatization. The charac- 
teristic architectural deformity is the “athletic 
kidney.” This most often involves the upper calyx 
of the right kidney and, to a lesser degree, the 
middle and lower calyces of both kidneys. In an 
extensive case, the entire upper calyx may be in- 
volved by distortion (fig. 6). The various types of 
calyceal distortion may range from scar compres- 
sion with almost complete obliteration of the fornix 
to marked dilatation secondary to scarring at the 
junction of the calyx with the pelvis. 

Although these urographic changes appear to 
be permanent, function tests with indigo carmine 
showed only mild impairment of renal concentration 
power. Fortunately, these conditions do not handi- 
cap the athlete unless accompanied by obstructing 
lesions. Successive urographic studies are manda- 
tory in studying progressive deformity. They are 
the most accurate method employed in barring an 
athlete from further competitive sport. 


Fig. 5.—Urograms of boxer with gross hematuria after 
bout: Left, 15-minute urogram (supine position), showing 
dilation of right renal pelvis and upper calyx. Right, 15- 
minute urogram vse position), showing dye trapped in 
upper right renal 


Congenital renal anomaly (fig. 7) accounted for 
about one-fourth of the urinary abnormalities found. 
The correlation between renal anomaly, ptosis, and 
presence of significant hematuria was striking. | 
have found that these anomalous kidneys are more 
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A more 
association of boxing hematuria wi 
other tissues. For example, 60% of the subjects 
suffered postbout lacerations of the eyelid, face, or 


Fig. 6.—Right retrograde pyelogram, confirming irregular 
pericalyceal compression of stalk of superior calyx. Appear- 
ance time of indigo carmine from right kidney was eight 
minutes. Boxer was hospitalized because of gross, painless, 
postbout hematuria; he was subsequently retired. 


head showed significant hematuria. The possible 
factors producing this correlation are also discussed 
below 


Infections of the lower urinary tract, such as 
chronic cystitis, prostatitis, and posterior urethritis, 
were not important etiological agents in producing 
significant boxing hematuria. Similarly, passive 
congestion was of secondary importance. There 
were five instances of hemospermia, a condition 
which tends to recur in certain individuals. 

Supplemental Observations.—Data for control 
groups confirmed the impressions obtained in the 
pugilists themselves that boxing hematuria is the 
result of the specific bodily contact and strenuous 
exercise characteristic of the sport, superimposed 
on a susceptible renal parench 

Hematuria is not ordinarily elicited by the emo- 
tional stress of the competitive situation. Thus, the 
132 stand-by boxers who were in readiness for 
competition but did not actually box had the same 
evening elevations in blood pressure, pulse rate, and 


1637 
prone to trauma than are normal kidneys. The pos- 
sible mechanism of these changes is discussed 
below. 
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temperature as the boxers who went into the ring. 
Results of urinalyses in the former group remained 
normal, while those in one-fourth of the over-all 
group indicated significant hematuria. 

Similarly, exercise alone does not usually account 
for significant hematuria in the professional boxer. 
Strenuous gymnasium exercises performed by 100 
professional boxers resulted in an incidence of 
significant hematuria of only 4%. This is in contrast 
to the incidence of 27% obtained in the same men 
after they had been in the ring. 

The findings in the 100 nonathlete controls also 
indicate that exercise alone will not cause significant 
hematuria in a normal kidney. In the 25 men with 
completely normal urine specimens who were sub- 
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the susceptible person seemed to be slightly in- 
creased. Again, none of the 25 men with normal 
urine specimens before exercise and trauma showed 
gross hematuria after the stress procedure. But, in 
the group of 25 with urinary pathology, including 
13 men with significant hematuria, exercise plus 
trauma was followed by significant hematuria in 21. 
A puzzling finding, however, was that the number 
of erythrocytes actually decreased in two subjects. 
None of the 100 laymen showed the characteristic 
degenerative renal changes in their intravenous 
urograms which have been described in the pro- 
fessional boxers. Instead, the renal abnormalities 
were tumor, papillitis, pyelonephritis, essential 
hematuria, excessive renal mobility, and renal cyst. 


Fig. 7.—Examples of congenital renal anomaly with postbout hematuria: Left, urogram of featherweight boxer with con- 
genital hydronephrosis and hydroureter on right side. Note blood clot in ureter. Athlete responded favorably to sympto- 


matic care. Right, five-minute urogram (supine position) of retired heavyweight boxer, 


aged 23, with prebout micro- 


turia. Congenital absence of right kidney was confirmed by cystoscopy and aortography. 


jected to exercise alone, there were no instances of 
significant postexercise hematuria and only slight 
microhematuria in five. In the group of 25 non- 
boxers with urinary abnormalities there were 11 
preexercise instances of significant hematuria. After 
exercise, 17 veterans showed this symptom. This 
increase confirms the obvious clinical impression 
that a preexisting pathological state greatly in- 
creases the chance that postexercise hematuria will 
be found. 

When trauma, consisting of 20 mild to moderate 
blows to the loins and abdomen, was added to 
exercise as a provocation, the risk of hematuria in 


In the 27 boxers with consistently normal post- 
fight urinalyses who were subjected to intravenous 
urography, fully 63% proved to have normal renal 
structures. In the other 37% only minimal degenera- 
tive changes of calyces or renal pelves were found, 
and, even in these, concentration and elimination 
of dye were normal. 

These observations would indicate that boxing in 
itself does not usually produce serious renal dam- 
age. As previously mentioned, almost every instance 
of significant hematuria cleared within 48 hours. 
Observations in the 20 retired, middle-aged boxers 
who had fought hundreds of bouts confirm this 
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impression. In 95% of these men, findings on uri- 
nalysis were normal. All the ex-boxers had normal 
pulse rates and blood pressures. Results of intra- 
venous urograms were normal in 50% and indicated 
mild changes in another 30%; in only 20% were the 
changes considered significant. These consisted of 
excessive renal mobility in two cases, mild to mod- 
erate atrophy of the kidney in one, and pyelo- 
nephritis after removal of a calculus in one. 

The data on the nonboxer athletes currently un- 
der study are still insufficient for formal report. 
Preliminary review would indicate that the findings 
applicable to boxing hematuria apply to a lesser 

to most other contact sports. 
more cases of significant hematuria are found in 
football plavers, boxers, wrestlers, and basketball 
players than in hockey players. 


Treatment 
Trauma to the kidney should be given no less 


consideration in treatment than a laceration of an 
evelid, for example. Boxing authorities rule that an 
athlete is not permitted to participate in ring ac- 
tivity if his evelid shows a scar which is not suffi- 
ciently healed. Although renal tissue heals remark- 
ably well, it seems that the required healing time of 
a kidney is not unlike that of the laceration of the 
eyelid. For this reason, a minimum rest period of 
30 days is recommended for those boxers in whom 
significant microhematuria tends to recur. When 
gross hematuria occurs, a urologic investigation, 
including intravenous urography, is indicated. The 
athlete should also have successive urine rechecks, 
particularly after exercise. It is recommended that 
permission for return to ring activity be withheld 
until findings on urinalysis are normal. For this 
reason, urinalysis is performed as a standard pro- 
cedure before each professional boxing match at the 
New York State Athletic Commission. 

The physical well-being of the boxer must be con- 
sidered not only for the moment but for the distant 
future. The physician in charge should not hesitate 
to bar an athlete from activity if there is any sug- 
gestion of renal pathology. Demonstration of serious 
renal lesions should result in the retirement of the 
pugilist. 

Comment 


Trauma to the kidney, often superimposed on 
congenital malformations, such as hydronephrosis, 
bifid kidney, and ptosis, was the most important 
factor in the production of boxing hematuria. It is 
my impression that boxing trauma may result in 
rupture of delicate veins within the renal papillae 
or pyramids.’ The resulting hemorrhage may cause 
intercapillary compression about the nephrons. 
Later, there may be organization of a clot with 
proliferation of connective tissue cells." The process 
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becomes progressive if the athlete is subjected to 
further renal trauma without an adequate period 
of rest and healing. It is probable that areas of scar 
tissue result, thus producing the characteristic 
pericalyceal deformities of “athletic kidney.” 

As previously mentioned, this type of deformity 
most often involves the upper calyces of the right 
kidney, with the middle and lower calyces of both 
kidneys less frequently involved. This preference 
for the upper third of the kidney may result from 
the combined effect of repeated trauma to the 
flank and anterior abdominal wall, the action of the 
diaphragm and abdominal muscles, and the crouch 
position associated with the “grunt” reflex. 

The frequency with which excessive mobility 
was found suggests that the techniques embodied in 
the sport of boxing may be contributing factors in 
this condition. The crouch position which is taken 
by many professional boxers in the ring predisposes 
to anterior displacement of the kidney. This ab- 


Fig. 8.—Fifteen-minute right lateral urogram of boxer in 
crouch position, showing anterior displacement of kidney. 


normal position may tend to dislocate the kidney 
from its fossa, causing excessive strain on its fascial 
envelope (fig. 8). The “grunt” reflex employed by 
many boxers in delivering a blow causes the dia- 
phragm to contract against the kidney. This is an 
additional factor in renal displacement. The loss of 
perirenal fat may be a predisposing factor to ath- 
letes in training. The superficial and deep abdom- 
inal muscles also contribute to displacement by 
producing reflex changes in intra-abdominal pres- 
sure. Excessive renal mobility may result in 
interference with venous return, producing venous 
stasis. The delicate distended veins in the pyramids 
become more easily prone to trauma. The secon- 
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darily congested may develop impaired 
function, permitting the passage of erythrocytes and 
protein. 

In the observation of boxers in 


the study, I was 
impressed with the fact that 60% of the su 

who suffered postbout lacerations of the eyelid, 
face, or head showed significant hematuria. ! or 
seasoned veterans go through an entire career 


beaten athlete is more prone to lacerations and 
renal trauma. It is my theory, however, that ab- 
dominal trauma may have a direct or indirect effect 
on the adrenal gland or liver. As a result of trauma 
to these organs, a toxic, enzymatic, or 

product may develop within the blood stream. Dur- 
ing the stress of activity this abnormal circulatory 
agent may prolong the prothrombin time or affect 
capillary fragility. With rest the circulatory picture 
rapidly returns to normal. 

The data collected in this investigation may be 
applicable to the study of renal trauma not only in 
the field of sports but in accidental renal injuries 
as well. There is a striking degree of correlation 
between congenital renal anomaly, ptosis, and sig- 
nificant boxing hematuria. Because of inherent 
weakness of parenchymal vessels and fascia, the 
architecture of the kidnev with congenital anomaly 
is more prone to trauma than is the normal kidney. 
Apparently, rupture of delicate pyramidal veins 
frequently results from renal trauma, initiating 
hematuria. Therefore, congenital anomalies of the 
kidney may induce a weakening of not only the 
supporting tissues but the more delicate vascular 
tissues as well. This theory should be confirmed 
with serial section studies of the renal tissue, a 
task not easy to accomplish. An appeal is therefore 
made to the profession in general, and to urologists 
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and pathologists in particular, to make special serial 
sections of traumatic renal tissue of athletes in the 
operating room or on the autopsy table. 


Summary 


Boxing hematuria is usually an innocent, transi- 
ent, and painless symptom. When it tends to recur, 
urologic survey is mandatory. Chronic renal trauma 
is the most important factor in hematuria in boxers. 
This condition is common in congenital anomalies 
and ptosis. Renal trauma does not handicap the 
athlete unless it is accompanied by 
lesions 


The incidence of boxing hematuria, renal mo- 
bility, and “athletic” kidney is higher in white than 
in nonwhite bovers. Further studies, including 
serial section of renal tissue and hematological ob- 
servation, are indicated. Withdrawal from activity 
is paramount in the treatment of hematuria in 
boxers. Rest period is variable. 


32 E. 64th St. (21). 
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that the extradural, preganglionic neurotomy as originally advocated by 


GS eit TREATMENT OF TRIGEMINAL NEURALGIA.—It is our opinion 


Frazier and Spiller, and later improved by Adson, is the most effective surgical 
procedure for the treatment of trigeminal neuralgia. Properly performed, the opera- 
tion is an anatomical one which gives relief from excruciating pain. Properly pre- 
pared psychologically before operation for the loss of sensation which must be in- 
curred for the permanent relief of pain, the majority of patients do not suffer from 
paresthesias which interfere with their lives or the peace of the surgeon. Corneal 
ulceration occurs only after direct trauma to an insensitive cornea and is not the 
result of a trophic loss, independent of injury. Facial weakness and herpes labialis 
which occur immediately following operation are caused by excessive and unneces- 
sary handling of the ganglion in the latter instance, and to elevation of the dura 
mater from the floor of the middle fossa too far posteriorly, in the first instance.— 
Daniel Ruge, M.D., Ruben Brochner, M.D., and Loyal Davis, M.D., A study of the 
Treatment of 637 Patients with Trigeminal Neuralgia, Journal of Neurosurgery, 


September, 1958. 


little or no history of laceration. Other individuals 
“cut” easily regardless of boxing experience or the 
number of rounds boxed. It is possible that this 
correlation exists purely bv chance and that a badly 
Vv. 


Vol. 168, No. 12 


SURPRISING GROWTH OF VOLUNTARY HEALTH INSURANCE IN 
GREAT BRITAIN 


J. F. Follmann Jr., New York 


It is a matter of interest to American physicians 
and surgeons, as well as others, to know that 10 
years after the advent of the National Health Serv- 
ice voluntary health insurance is being purchased 
by the of Great Britain at an increasing rate. 
Not only the advent of the National Health 
Service failed to eliminate the various forms of vol- 
untary health insurance, as had been expected gen- 
erally, but the years since its inception have borne 


Prior to 1948, when the National Health Service 
became effective, insurance against the costs of 
medical care was provided principally by nonprofit 
plans known as hospital contributory schemes. 
These organizations, which grew out of the Vic- 
torian Saturday funds, have distinct points of simi- 
larity to Blue Cross plans in the United States and, 
in fact, some consider them as the progenitor of 
Blue Cross.’ Under these schemes, small amounts 
were collected weekly in return for which the 
breadwinner and his dependents were admitted to 
a voluntary hospital without having to make further 
payment. If admitted to a local authority hospital, 
the scheme made “some payment,” thereby avoiding 
for the patient the required “means” test. Gradually 
supplementary benefits were added, such as ambu- 
lance convevance, convalescent home treatment, 
loan of sick room equipment, dentures, and optical 
and surgical appliances.’ 

By 1947, there were some 450 contribu- 
tory schemes covering about 10 million, mostly low 
income, contributors and their dependents, this be- 
~ Raggy half the population of England and 
Wales.’ 

Protection was also made available prior to 1948 
by nonprofit organizations called provident associa- 
tions, their principal coverages being hospital and 
nursing home (private hospital) care and the costs 
of surgery, consultation, and specialists. Many of 
these associations were affiliates of the hospital 
contributory schemes, and consequently there were 
many points of similarity between the two. 

The insurance companies in Great Britain, on the 
other hand, and unlike their counterparts in the 
United States, for the most part limited their cover- 
ages in respect to accidents and illnesses to loss of 
income, writing little in the way of hospital or medi- 
cal cost insurance.’ 


of Information and Research, Heath Insurance Associaton 


whose principal coverage is against the cost 


for such growth reveals no reasons why it 


The National Health Service 


In 1948, the National Health Service became 
effective. Its purpose was to comprehensive 
medical care and services to all the people of Great 
Britain, the costs to be borne by funds derived from 
taxation. The services provided include hospital 
care, medical care provided by the physician—gen- 
eral practitioner, the specialist—or through public 
health agencies, dental care, ophthalmic care, and 
drugs and appliances. However, certain charges are 
made for certain forms of care or for certain medi- 
cations or appliances. In subsequent years, the inci- 
dences for which these charges were made and the 
amounts of these charges have been increased, par- 
ticularly with respect to dental care, drugs, and 
optical appliances. These charges, it seems, have 
been occasioned by a realistic endeavor to maintain 
the costs of the NHS within reason in relationship 
to the national income and the national budget and 
to limit abuse or excess usage. In addition, certain 
forms of care, such as that in nursing or convales- 
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Voluntary health insurance is being pur- 
chased by the people of Great Britain at an 
increasing rate. The schemes that have sur- 
vived since 1948, when the National Health 
Service became effective, are generally in- 
dependent legal entities serving groups of 
hospitals; the principal and most costly bene- 
witness to an increasing need, and hence a demand. fit now offered is a cash payment to the 
iv : i contributor, and in many cases to his wife, 
while hospitalized. Treatment in convalescent 
homes is the most widely provided benefit. 
In addition to these hospital contributory 
schemes, there are provident associations 
of maintenance in hospital private wards and 
nursing homes and toward the private fees 
of consultants, specialists, and surgeons. One 
such organization has increased the number 
of its contributors from 34,000 in 1949 to 
} 283,000 in 1957. Analysis of the reasons 
should not continue. Similar analysis of the 
health insurance mechanisms operating in 
the United States leads to the conclusion 
that a government approach on a broad 
population basis is neither necessary nor 
desirable. 


cent homes, are not readily provided by the scheme, 
and, if private hospital accommodations are chosen, 
no benefits at all then derive from the NHS in re- 
gard to hospital care." These elements of the NHS 
are mentioned here because they have direct rela- 
tionship to voluntary insurance in Great Britain as 
it has redeveloped and grown since 1948. 


Hospital Contributory Schemes 


Since the advent of the NHS, the insurance com- 
panies in Great Britain do not appear to have made 
any appreciable changes in their practices in respect 
to protection against the costs of medical care. The 
coverages written appear to be the same as those 
extant prior to 1948, namely, protection against loss 
of income. In addition to this, most of the hospital 
contributory schemes, which were part and parcel 
of the voluntary hospitals, had their assets taken 
over under the National Health Act and went out 
of existence. This action of the government paral- 
leled the absorption of most of the voluntary hos- 
pitals under the NHS. 

However, those schemes which survived were, for 
the most part, the larger schemes which were inde- 
pendent legal entities serving groups of hospitals. 
These determined to offer specific benefits to their 
contributors supplementary and ancillary to those 
obtainable under the National Insurance and Health 
Service acts. Two main approaches were taken. 
Some schemes preferred to tic the benefits closely 
to the hospital service. Others regarded extra hos- 
pital benefits, such as assistance toward the cost of 
dentures, spectacles, and surgical appliances as im- 
portant objectives, these being some of the services 
for which charges were made under the NHS.' 

The principal and most costly benefit now offered 
is a cash payment to the contributor, and in many 
cases his wife, while hospitalized. The purpose of 
this benefit is to help make good the loss of wages 
of the breadwinner resulting from being hospital- 
ized and the added expenses when the wife is hos- 
pitalized. Convalescent home treatment is, however, 
the most widely provided benefit. Seven of the 

schemes own convalescent homes, 27 such homes 
being so owned. The other schemes contract with 
private convalescent homes. Since, under the NHS, 
convalescent home care is provided only if a pa- 
tient needs medical treatment and nursing — 
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tures, and no coverage is provided for general den- 
tal care. Many schemes had provided similar bene- 
fits prior to institution of the NHS.’ 

Contributions or premiums for the benefits are 
collected as economically as possible, usually on a 
payroll deduction basis, with some employers as- 
sisting in these payments. Another method used for 
the collection of contributions is the purchase of 
stamps on a weekly basis from tobacconists, chem- 
ists, and news agents. The government also permits 
its emplovees to have payroll deduction for the pay- 
ment of contributions. Schemes operating in agricul- 
tural areas experience higher administrative costs, 
since individual collections, requiring the establish- 
ment of branch offices, are necessary.' 

In 1953, there were more than 39 such hospital 
contributory schemes. Their total income in that 
year was over 2,225,000 pounds. In 1953, these 
schemes had 3,612,798 contributors and coverage 
included eligible dependents in addition.‘ 


Provident Associations 


The ‘ident associations also managed to sur- 
vive. principal coverage provided by them to- 
day is against the cost of maintenance in hospital 
private wards and nursing homes and toward the 
cost of fees of surgeons, anesthetic services, con- 
sultants, specialists, home nursing care, therapy, and 
diagnostic services. This coverage is more easily 
understandable in the United States, since it has 
points of similarity to the hospital, surgical, and 
medical coverages written by insurance companies. 
The benefits are directed at the costs of the more 
serious illnesses rather than at those of minor ail- 
ments. There is an upper limit of indemnity under 
the coverage within each year. No benefits are 
available for treatment by general practitioners. 
Normal maternity care is excluded, and drugs, ap- 
pliances, hearing aids, and spectacles are not paid 
for. There is a waiting period of three months for 
new individual subscribers but not for groups.” 
Outpatient services are subject to certain limitations 
as to amounts payable, and certain types of illnesses 
are excluded, such as normal dental treatment, 
mental disease, and chronic illness. All covered care 
must be on recommendation of the family doctor.” 

The provident associations are reported to cater 
to those members of the public who want to make 
mutual provision for the high cost of maintenance 
in hospital private wards and nursing homes and 
for the private fees of consultants, specialists, and 
surgeons.” 

The exact extent of this growth of voluntary 
health insurance in Great Britain is not known. 
One recent estimate, however, places the number 
at 4 million contributors who, with their dependents, 
are estimated to constitute one-quarter of the popu- 
lation of England and Wales.' While this estimate 
is by no means as great as the extent of voluntary 


1 
Vv. 
by the contributory schemes can be understood. 
Two large schemes provide only convalescent home 
benefits.’ 
The charges under the NHS for dentures, dental 
care, optical appliances, surgical appliances, and 
drugs have been mentioned. As these were estab- 
lished or increased, some of the voluntary schemes 
provided coverage to the extent of one-half the gov- 
ernment charge. Full coverage of the charges is not 
provided, since this would result in abuse. Dental 
care benefits are limited to the partial cost of den- 
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coverage prior to 1948, being about one-half, it 
is nonethless remarkable in the face of the Na- 
tional Health Service. 

Of more significance is the rate of growth of this 
coverage in recent vears. Enrollment in the British 
United Provident Association alone has increased 
from 34,000 contributors in 1949 to over 300,000 
today.” Since the BUPA is the most prominent 
writer of coverage in Britain, this growth rate is 
significant. To these figures, of course, must be 
added the dependents of the contributors, the total, 
therefore, being about double the figures shown 
here. It is particularly to be noted that this rate of 
growth for the BUPA has accelerated most par- 
in the past few yeas, asf exemplified 

table. 
Over one-half of the present enrollment is now on 
a group basis. 


Reasons for Growth of Voluntary Coverage 


Several reasons are attributed to this growth of 
voluntary coverage. One, as has been stated, is the 
element of charges and the means or needs tests 
under certain aspects of the National Health Serv- 


government general wards, these waits being, ap- 
parently, a real problem of some magnitude. For 
example, at the end of 1956, 431,000 persons were 
reported to comprise the waiting list for hospital 
beds. The length of the waiting period varied by 
type of hospital and nature of illness. Hence, for 
general surgical cases the wait varied from 53 days 
in nonteaching hospitals to 70 days in the provincial 
teaching hospitals. For patients with ear, nose, and 
throat diseases, the wait ranged from 87.6 days in 
the London teaching hospitals to 135 days in 
teaching hospitals. A still further reason is assist- 
ance in affording private specialist treatment; there 
seems to be a desire for freedom of choice in the 
selection of surgeons, specialists, and consultants. 
Not too much seems to be known about the kind 
of persons who are purchasing the protection. Con- 
tributors to the provident associations appear to be 
mainly of the middle class. Whether this is true of 
the contributory schemes is not known, since these 
contributors pay their premiums on a weekly basis 
and, hence, might have direct similarity to indus- 


While the reasons for the growth of voluntary 
insurance stated here are in the realm of impression 
or speculation, they find substantiation in a seven- 
month study made in 1956 by Paul F. Gemmill, pro- 
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.” “subscription small 
paying,” “for private room,” “for emergencies 
extras,” “for semi-luxuries,” “for home 


i 


Rate of Growth of British United Provident Association 
Contributors, No. Net Increase, No. 


wow 


id 


: 


fessor of economics at the University of Pennsyl- 
vania. As part of his study, Dr. Gemmill conducted 
a questionnaire survey of a segment of the British 
public and the medical profession. One question 
asked was this: “Do you now have, in addition to 
the National Health Service and National Insur- 
ance, membership in any societies or insurance 

ee comforts,” and “was previously a member” (this one 
was often repeated ).’ Certain differences in these 
responses might be accounted for by the differing 
types of coverages made available. 

ice. Another is the desire of a patient for privacy 

; some persons cannot afford to wait for beds in the a 

’ Decrease in rate of growth in 19 resulted from imposition of 

upper age limit of 6) on new enrollees 

Trends for the Future 
There appears nothing in the picture of the fore- 
seeable future which would indicate other than that 
this growth of voluntary insurance will continue. 
This growth might, in fact, be reasonably expected 
‘could have marked 
trial or weekly premium policyholders in the United 

States. One opinion expressed to me was that an 

element of snob appeal is present in this growth of 

voluntary coverage. It is questionable, however, us *; 

that this factor alone, or even mainly, could account pO still a good deal of private practice and . . . there 

for the appreciable growth of coverage since the is a good deal of room for insurance-assisted private practice 

NHS was started. in the United Kingdom. . . . The British Medical Associa- 
tions have decided to set up a committee of their own to 
investigate the workings of the National Health Service. . . . 
Should such a committee conclude that insurance should 
the government accept its findings, then the situation would 


ment, which has no ties to the British Medical Asso- 
ciation, appears to have as its general purpose the 
promotion of the private practice of medicine and 
the of a scheme as an alternative to 
that of the NHS. Such a scheme would be based on 


In addition to these two developments, a further 
factor has begun to manifest itself which is of direct 


expanded, so has the demand for private hospital 
accommodations. However, there has been virtually 
no increase in the number of private beds in hos- 
pitals available to satisfy this demand, and from 
time to time existing private nursing homes ( private 
hospitals) are finding themselves forced to close 
down entirely for financial reasons. Such a develop- 
ment, naturally, could eventually serve to retard 
the further growth of voluntary insurance somewhat 
unless corrected. Accordingly, the BUPA is sponsor- 
ing the financing of the Nursing Homes Charitable 


insurance protection today are covered by the in- 
surance companies. 

Another is the failure of the insuring mechanisms 
in Britain prior to the inception of the NHS to pro- 
tect more than half of the population. Here it is 
recognized that in 1948 less than half of the United 
States population had some known protection. In 
the intervening years, however, this coverage has 
grown to about 70% in the United States and is 
still growing. 


A third factor, somewhat related to the 


employers and labor unions plays an important role. 

A final point appears to be in the quality of the 
insurance benefits made available. For the most 
part, the benefits offered in Great Britain prior to 
the advent of the NHS appear to have been small in 
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be vastly different, both for the public economy of Great Trust, the object of which is to maintain and in- 
— and for the insurance world and, of course, the * crease the number of existing private accommoda- 
ors. 

For private hospital facilities tions. 

four companies who are cateri ora a sma 

annual and several of us on our side are drawing Britain 

up schemes for grants-in-aid on insurance principles to help 

keep alive private practice. . . . Some of us will go on in- One is impelled to strike comparison between the 

vestigating such schemes as contracting out of Government situation in Great Britain prior to 1948 and that in 

National Insurance and insurance plus government cover for - - ; 

sickness, on the lines of the Australian scheme, with suitable the United States in 1958. Despite obvious differ- 

tax reliefs for premiums, because we feel that there must ences in the economy, the effects produced by two 

be an alternative to govern-controlled Medicine. long wars, and certain differences in traditions and 
The other development to which reference has outlook, there appear to be certain other variances 
been made is an outgrowth of a movement called worthy of note. 

Fellowship for Freedom in Medicine. This move- One of these is what appears to have been the 
marked reticence of the well-established insurance 
companies in Great Britain to write coverages which 
would serve to spread the costs of medical care. 
This reticence had its counterpart in the United 
States until about two decades ago but by no means 

“real insurance principles under which doctors and can be considered as existing today. To the contrary, 

hospitals will charge fees for services rendered, the majority of Americans having voluntary health 

and the bulk of these fees will be covered by in- 

surance supported by a state subsidy; the state's 

contribution will be less than 50% of the charges 

incurred; those who cannot afford to pay insurance 

premiums will not be required to do so; the state 

will bear full responsibility for them and their de- 

pendents; and provision will also be made for re- 1 

ducing the heavy cost to the taxpayers of drugs and 7 

appliances.” 

Among the purposes of the proposed scheme are 

that of putting more responsibility for his health ees preceding 

on the patient, of giving him a greater influence on one, was the apparent hesitancy on the part of the 

the quality of the services he receives, and of restor- British mechanisms to use the group approaches on 
ing the principles of private practice for all in- a large scale in writing their coverages. This ap- 
sured patients.” proach is largely accountable for the rapid growth 

It is noted that the functioning of this proposed of coverage in the United States and, in fact, seems 
scheme is restricted to “non-profit-making” organi- accountable for a good bit of the recent growth in 
zations. This, presumably, would eliminate from the the United Kingdom now that it is being advanced 
picture the insurance companies. The fact that no on a broader scale. Here, of course, the attitude of 
objection appears to be registered on this score is 

probably due to the fact, as has been noted, that the 

insurance companies in Great Britain have not been 

active in writing insurance against the costs of 
amount and limited in scope, pitiably so in some 
cases. While they certainly offered some protection, 

interest here. As voluntary health insurance has they do not seem to have even reasonably ap- 

; proached offering real assistance in cases of serious 
illness. In the United States today, on the other 
hand, appreciable assistance is rendered by all types 
of mechanisms, particularly since the innovation and 
advancement of the insurance companies of major 
and comprehensive medical expense coverages. 
While the actual degree of coverage in the United 
States can be disputed because it is not clearly 
known, and while the optimum protection as a 
desideratum is unresolved in a maze of varying 
philosophies, it would seem a truism that voluntary 
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health insurance protection in the United 
today is on much firmer ground than was the case 
in Great Britain prior to functioning of the NHS. 
It is believed that this fact is often too little under- 


When one considers that health insurance in the 
United States is still growing rapidly, that many 
means are being emploved, and that it is 

vital with experimentation and evolutionary de- 
velopment, the situations—the United 
Kingdom in 1948 and the United States in 1958—do 


changes which have occurred in the field of medical 
economics would seem to stand as a clear indica- 
tion that a government approach on a broad popula- 
tion basis is neither necessary nor desirable. 


73) Third Ave. (17). 
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9. Towards Reformed Health Service: Outline of New 
Plan for Subsidised Personal Insurance, London, Fellowship 
for Freedom in Medicine, July, 1957. 


| CLINICAL NOTES | 


EFFECT OF PREDNISONE IN THE TREATMENT OF 
MALIGNANT EFFUSIONS 


Jorge Franco, M.D., Byron E. Hall, M.D. 
and 
Donald R. Hales, M.D., San Francisco 


About 30% of the patients with metastatic malig- 
nancy develop significant effusions in the pleural, 
pens or pericardial cavities.’ Rarely, the fluid 

the characteristics of a transudate, as in some 
cases of mediastinal adenopathy, or a high content 
of fats, as in chylous effusions. More commonly, its 
physical properties resemble those of an exudate, 
with a specific gravity in the neighborhood of 
1.016, a protein content higher than 3.5 Gm.%, and 
a high number of cells in the sediment. It was for 
the latter type of exudative effusions that the intra- 
cavitary administration of radivisotopes and alky- 
lating agents was proposed; it was presumed that 
the effectiveness of this form of therapy was due 
to high local concentration of the cancerocidal 
agent coming into direct contact with the malig- 
nant tumor implants on the serosa surfaces.” 

In general, it is estimated that with either radio- 
isotopes or chemotherapeutic agents it is possible 
to achieve control of the effusions in about 60% 
of the cases; this therapy is contraindicated in pa- 
tients with severe bone marrow depression and in 
those with loculated effusions with multiple ad- 
hesions.” 


From the Department of Medicine, Stanford University School of 
Medicine. 


Since it has been shown that corticosteroids will 
inhibit tuberculosus effusions * and i 
induced ascites,” it was felt that the steroids might 
a reaccumulation of fluid in malignant ef- 


should an inflammatory component be 


present. 
Material and Methods 


Dosages comparable to those used for tuber- 
culous exudates (30 mg. of prednisone per day in 
three divided doses) were given to 26 patients 
with pleural effusions (17 cases) or ascites (11 
cases) secondary to carcinoma of the ovary, breast, 
and lung, lymphosarcoma, osteosarcoma, melanoma, 
adenocarcinoma of the gallbladder, Hodgkin's dis- 
ease, and fibrosarcoma (neurofibrosarcoma ). In all 
the patients the fluid had characteristics resem- 
bling those of an exudate. Malignant cells were 
found in the fluid of 24 patients. After what was 
considered the maximum effect was obtained ( gen- 
erally in about four weeks ), the dose of prednisone 
was gradually decreased to reach a smaller main- 
— dose, which usually was around 15 mg. 
a day 

Comparison of the total volume of Guid removed 
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In 14 of the 26 patients, it was possible to control 
the reaccumulation of fluid during the administra- 


: 
! 
i 


One of them responded to a second course of pred- 


Relation to Tumor Type Localization ffusion 
Result« 


ole: : 


occurred in two other pa- 
tients. Two patients who had histories of peptic 
ulcer showed no evidence of reactivation of the 
ulcer while receiving steroid therapy. However, 
they were 


were necessary in one patient to control sudden 
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that the effect was not due to direct tumor suppres- 
sion. Patients in terminal condition frequently ex- 


varying 
improvement in their general condition. 

At present, it seems that the results of steroid 
therapy in neoplastic effusions do not depend ex- 
on anti-inflammatory action. Recently, 
Fraisse and co-workers,” Riemer,’ and Fabre * have 
independently reported favorable results with pred- 
nisone in the treatment of cirrhotic ascites and car- 
diac edema, conditions in which no inflammatory 
factor has been demonstrated. Similar effects in 


cardiac edema) could well be related to adrenal 
inhibition with decrease in the utilization of al- 
dosterone. This, however, does not seem to be the 
only factor, because we have followed some pa- 
tients with breast carcinoma who developed proved 
malignant effusions several months after bilateral 
adrenalectomy. 

The action of the steroids is probably the result 
of multiple mechanisms: neutralization of — 
at the site of the inflammatory 
in capillary permeability; changes in the Pe om 
and protein balance; improvement of hematopoiesis; 
and possibly other factors about which little is 
known at present. 

Summary 


The most common type of neoplastic effusion 
occurs as a result of tumor implantation on the 
serosa membranes; it usually has the characteristics 
of an exudate; and it can be effectively controlled 
in about 60% of cases by means of the intracavitary 
administration of cancerocidal agents (radioactive 
isotopes and alkylating agents ). 

An attempt to modify the inflammatory reaction 
of the serosa membranes was made by means of the 
administration of prednisone. Twenty-six patients 
with neoplastic effusions were treated for periods 
of 1 to 11 months. The initial dose of 
was 30 mg. a day. After the first month it was grad- 
ually to reach the smallest maintenance 
dose possible. Effective and rapid control of fluid 
was attained in 9 of 17 patients with pleural effu- 

sions, and in 7 of 11 patients with ascites. 

Stanford University School of Medicine, Clay and Webster 
streets (15) (Dr. Hall). 

This study was supported by a grant from the National 
Cancer Institute, National Institutes of Health, U. S. Public 
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effect of therapy. The results were considered (1) 
good when there was no need for additional para- 
centesis; (2) fair when the need for paracentesis 
and the volume of fluid removed were decreased 
by more than 50%; (3) undetermined when the 
patient died during the first month of therapy; and 
(4) failure. 
Results 
In favorable cases, the clinical improvement was 
evident within three to five days. Roentgenologic 
evidence of improvement occurred within the first apparently such different situations (tuberculous 
ee effusion, malignant effusions, cirrhotic ascites, and 
tion of prednisone for periods of up to 11 months. 
These results are expressed in relation to the type 
of neoplasia and the site of effusion in the table. 
Rapid reaccumulation of fluid occurred in two pa- 
Results of Prednisone Treatment in Malignant _ in 
Unie. 
ter- Pail. 
Good Fair mined ure Totals 
Primary Tumor 1 
2 
7 
Effusion* 
* Two of patients had ascites and pleural effusion simultaneously 
| nisone therapy; the other died before treatment 
could be evaluated. No evidence of tumor regres- 
sion was observed in these patients. 
Complications.—In one patient there occurred a 
reactivation of pyelitis, due to Escherichia coli, 
. which was responsive to therapy with chloram- 
aluminum gel prophylactically. Moderate sodium 
restriction and intermittent use of oral diuretics 
weight gains of up to 6 lb. (2.7 kg.). 
! In this limited series of patients with malignant ern Univ. M. School 2@98-104, 1952. 
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UNIQUE MOVABLE FOOTREST FOR ELEVATION OF THE 
LOWER EXTREMITY 


J. DeWitt Fox, M.D., Detroit 


sudden deaths from pulmonary embolism in per- 
sons in or leaving air-raid shelters. The cause was 
noted to be venous thrombosis of the legs, result- 
ing from long periods of sitting on chairs or benches 
with the edges compressing the veins. 

An additional modern hazard has been added to 
the sedentary Ameri prol 


reports three cases in point. 

The need for a device to prevent such occurrence 
prompted me to investigate various types of foot- 
rests. The one presented here is unique in design, 
in that it offers relaxation yet favors gentle motion 
of the lower extremities. One disadvantage of the 


Not long ago, I had occasion to visit a friend who 


ing good venous return by the milking action of 
the calf muscles on his veins. The device was so 
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Inhibition of Serous Exudation and Tumor Cell Proliferation 
The danger of prolonged sitting without eleva- ee 
tion of the lower extremities or movement of the had thrombophlebitis. I found him sitting in the 
legs has been stressed as a cause of venous and living room watching television with his affected 
arterial thrombosis of the leg vessels. Homans ' leg elevated on a unique footrest. This device 
| emphasized the frequency of thrombosis of the favored frequent movement of his toes and feet 
g deep leg veins as a result of prolonged sitting, espe- and prevented pressure on the calf while encourag- 
cially in automobiles. Tall men are peculiarly sus- re 
ceptible to venous thrombosis after long motor 
trips.” During World War II, Simpson* noted 21 , 
ing, which favors venous stasis. Naide * has pointed \ ae 
out that prolonged television viewing may cause 
venous and arterial thrombosis in the legs and : 
ordinary footstool or hassock is compression of the ~ 
calf veins. In persons with poor venous circulation, Movable footrest which tilts to the position preferred. 
Note that it does not hook to chair or compress calf. 
The need for the prevention of venous stasis reported here as a valuable aid to patients requir- 
while sitting is vital not only to healthy individuals ing leg elevation or persons in good health who do 
with normal circulation but also to patients with a prolonged standing and need a better venous re- 
wide variety of lower-extremity maladies that re- turn at the end of the day. 
quire elevation of the limb. These may range from The device is a portable folding footrest (see 
fractures of the bones of the foot, ankle, or leg to figure) that would be valuable to anyone needing 
gout. elevation of the lower limb and a comfort to the 


viewing television. prevent venous , the footrest would be appre- 
stasis and thrombosis, since its construction favors ciated barbers, sales or " 
movement of the foot and leg. It can be rocked one on his feet all day. Because it favors 


circulation of the blood in the lower extremities. It the during the day 
does not compress the calf or popliteal area. 
The rest may be moved readily. It fits any chair Summary 
height or length of leg. Because it is portable it A unique folding footrest favors gentle foot mo- 
can readily be folded and carried to the office, ball- tion. It is an aid in the treatment of patients need- 
game, or picnic. This adaptability encourages the ing elevation of the lower extremity. It also is a 
tient having a need for elevation of the leg to comfort to persons doing prolonged sitting or tele- 
keep active amd enjoy ie to the full while caring vision viewing to prevent venous stasis and throm- 
If padding is desired, a may be placed on | Cnt 
tas lor comfort. The tent ands Cmte Ave 
set at such an angle that it favors relaxation, yet 
moderate movement of the feet, in contrast to the uted by Breck’s, Boston. — 
conventional footstool or hassock, which are sta- 
References 
tionary 
Some of the conditions in which such a footrest 1. Homans, J.: Thrombosis of Leg Veins due to 
would be of value in treatment yA follows: ee ~ + Sitting, New England J 23@: 148-149 (Jan. 
thrombophlebitis, phlebothrombosis hospital- 
leg | kle. and foot, cardiac or renal de- 
, 3. Deaths Pulmonary Embol- 
lymphangitis. ism, Lancet 98744 (Dec. 14) 1940. 
. 4. Naide, M.: Prolonged Television Viewing as Cause of 
the fot, athrtis, and after lower-ertremity sur Venous and Arterial Thrombosis in Legs, 
gery (i. ¢., bunionectomy). ( Oct. : 


massive 
Strongyloides infection, complicated by a terminal site usually involves the passage of rhabditiform 
Escherichia coli septicemia and meningitis. Secon, vae in the stool. These mature outside the body 


there was a lag of at least 36 years between the infective filariform larvae. Ordinarily they 

time of first infection with the parasite and the te the skin of another host, migrate to the 
appearance of severe symptoms. Third, at autopsy, _ , and eventually reach the gastrointestinal 
there was evidence of an overwhelming internal tract, where they develop into the mature worms. 
autoinfection In some cases, however, rhabditiform larvae de- 


, the disease must have been present velop into filariform larvae before they leave the 
for many years in a subclinical state. The intensifica- gastrointestinal tract. These filariform larvae may 
tion of her infection followed several abdominal then invade the wall of the lower intestinal tract 

i and migrate by the blood stream and lymphatics 
From the College of Physicians and Surgeons, Columbia University. to the lungs. This is referred to as the autoinfection 
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back and forth readily .. : toes : feet calf motion by dorsiflexion and plantar flexion of 
are dorsiflexed and plantar flexed, thus milking the the feet, it favors a return of normal circulation 
calf veins frequently and keeping quite active the in a having a tendency to venous ing in 
AN OVERWHELMING STRONGYLOIDES INFECTION 

Harold W. Brown, M.D. 

q and 

i Vincent P. Perna, M.D., New York 

Although infections with Strongyloides stercoralis 

are usually mild, they can be severe’ and some- 
times fatal.’ The patient reported in this paper is of development of the severe autoinfection. 


STRONGYLOIDES INFECTION—BROWN AND PERNA 


Vol. 168, No. 12 


sia 


BH 


giant cells, polymorph lear leukocytes, some 
eosinophils, plus cellular debris and larvae. In some, 


ph 1 large 
mononuclear inflammatory response. 
There were numerous filariform larvae in lympha- 
tics of the portal vein, gallbladder, pancreas, adren- 
als, and thyroid and parathyroid glands. In the 


The changes in the duodenum (see figure, E 
and F) and jejunum were essentially similar to 
those seen in the stomach. In one high-power field 
79 larvae were counted in the contents of the 
jejunum. Numerous larvae penetrated the lamina 
propria, the submucosa, the muscularis, and the 


in the lamina propria of the mucosa. Portions of subserosal lymphatics of the ileum. Occasionally 
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adult female worms were seen also in the stroma of 
the lamina propria. Eggs (see figure, D), most of 

the multinucleated giant cells had partially phago- which were undergoing development, were also 

cytized the larvae (see figure, B); in others the present in the glands and in the stroma, although 
mononuclears were surrounding the larvae. Many some seemed to occupy an intraepithelial posi- 
«mphatics in the larger portal areas also contained tion. There were no ulcerations of the gastric 
mucosa, although the epithelium was hyperplastic. 
There was a moderately severe chronic inflam- 
mation in the lamina propria. There was no pene- 
tration of the adult worms beyond the muscularis 
mucosa. 
INA 
v. 
4 fe ¥ 
ve 
Strongyloides infection. A, larva in liver. B, giant cell about larva. C, larva penetrating wall of colon into peritoneal cavity. 
D, eags developing in stomach mucosa. E, larvae and eggs in duodenal mucosa. F, adult parasitic female and larvae in mucosa 
| of duodenum. GC, larva in mesenteric lymph node. 
: of the gastric glands there were numerous rhabditi- 
form Strongyloides larvae and an occcasional adult 

worm. The larvae were coiled and measured ap- 

proximately 15 to 20 » in diameter. In the bottom of 

the glands the larvae appeared to be surrounded by 

an acellular membrane. The larvae were also found 


pory Pp leukocytes. 

There was extensive diverticulosis of the colon 
with no evidence of diverticulitis. Numerous filari- 
form larvae were found in the lamina propria, the 
muscularis, and in the subserosal lymphatics. The 
larvae were accompanied by the usual inflammatory 
response seen elsewhere. In one area larvae had 
penetrated through the serosa of the colon and 
projected into the peritoneal cavity (see figure C). 
Few larvae were present in the fecal material of 
the colon. 

(see figure, G) as well as the lymph paren- 
chyma_ contained numerous filariform larvae. 
Large mononuclear cells and multinucleated giant 
cells were marginating some of the larvae. In addi- 


tion, some giant cells appeared to be phagocytizing 
the larvae. 


The leptomeninges of the medulla, cerebellum, 
and spinal cord contained small numbers of poly- 
morphonuclear leukocytes and h vtes. A few 
similar cells were seen in the walls of the lepto- 
meningeal veins. The final diagnoses included se- 
vere S. stercoralis infection, Esch. coli septicemia, 
and Esch. coli meningitis. 


infection was, in all prob- 
ability, due to the hyperinfective cycle of the 
parasite. It is very unlikely that infection from the 
soil residence in New York. 


: 


Strongyloides in this tissue. However, at autopsy 
larvae were present in very large numbers. As many 
as 79 were counted per high-power field in the 
contents of the jejunum, and lesser numbers were 
counted in the contents of the colon. These findings 
are consistent with the activation of the hyperin- 
fective cycle during the last year of her life after 
the partial sigmoidectomy. In addition, there was 
a gradual increase in the eosinophil count from 1% 
to 9% during this time. This may have been in 


response to an increasing larval migration. 
Numerous filariform larvae were found in various 
tissues, and a number of them were obviously dead 
and undergoing necrosis and phagocytosis. It would 
appear that the entrapment and destruction of lar- 
vae in the tissues plays an important role in pre- 


cerning the existence of a parasitic male adult worm. 
It has been suggested that the adult male passes 
out of the gastrointestinal tract of the host after 


M. 

8 8376-83 (May) 1942. 

2. Faust, E. C., and De Groat, A.: Internal 

in Human Strongyloidiasis, Am. J. Trop. Med. 2@s359-375 

(ee) 1940. Gage, J. G.: Case of Strongyloides Intestinalis 
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the larvae in the muscularis were surrounded by persisted for 20, 26, and 30 years, presumably 
large mononuclear cells, eosinophils, and a few without infection from an outside source. Except for 
the last year of her life, this patient was free of 
symptoms. Moreover, careful examination of serial 
sections of large intestine, removed at operation 
a year before her i 
venting overwhelming Strongyloides infections due 
to the hyperinfective cycle. 
There has been considerable speculation con- 
lished. H K ed 
mating is accomplished. However, Kreis * report 
the presence of parasitic male adult worms in the 
nal itis The ~ oo Bp Joides lungs of dogs. A careful examination of many lung 
inf 1 The Strongyloi Ban Salat probably pa sections from this patient failed to reveal adult 
tributed to the patient's death in several ways. The 
larvae migrating in a hyperinfective cycle from the males were collectec rom & portion of jejunum, 
intestinal contents could have repeatedly carried yet not a single parasitic male adult worm was 
Esch. coli on their surface or in their intestinal tracts found. 
into the blood stream. Such bacterial infections 600 W. 168th St. (32) (Dr. Brown). 
probably occur frequently in patients with Strongy- — 
loides infections. However, a robust person can : | . 
y Meroorals tection: spec erence 
fatalities in persons infected with Strongyloides Abdominal Pain, Trans. Roy. Soc. Trop. Med. & Hyg. 
would be more common. This patient, however, 28@:531-538 (March) 1937. Levin, A. L.: Problem of 
was debilitated and had lost 41 Tb. (18.6 kg.) (30% Med. 
of her weight) in a year, due partially at least to Seme 
the massive Strongyloides infection. This may have ~~ 
been one of the factors increasing her suscepti- 
bility to bacterial infection. The massive larval 
invasion of many organs and especially the exten- 
sive migration of the larvae through the lungs, 
producing extensive hemorrhage, undoubtedly con- 1911. Kyle, L. H.; McKay, D. G.; and Sparling, H. J., Jr.: 
tributed to her death. Strongyloidiasis, Ann. Int. Med. 2921014-1042 (Dec.) 1948. 
The patient lived in New York City continuously J. Fatal 
for 36 to her death, and therefore her — vada A 
or 36 years prior to : re gesting Internal Autoinfection, J. Philippine Islands M. A. 
§86s275-283 (May) 1936. Ophuls, W.: Fatal Case of 
Strongyloidiasis in Man, with Autopsy: Life Cycle of 
Strongyloides Intestinalis in Man, Arch. Path. 31-8 (July) 
1929. 
3. Kreis, H. A.: Studies on Genus Strongyloides ( Nema- 
here are cases reported in which the infection f todes), Am. J. Hyg. 16s450-49]1 (Sept.) 1932. 
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Report to the Council 


The Council has authorized publication of the following report. 
H. D. Kavtz, M.D., Secretary. 


ORAL MEDICATION WITH PREPARATIONS FOR PROLONGED ACTION 


su uent declines in these levels 

ing by enclosing irritant drugs within gastro-resis- ies eae eee that the duration of 
tant coatings are credited to Unna and others more action of a number of drugs did not coincide with 
than 100 years ago. Some of these early coatings the clinical or therapeutic desiderata. When the 
consisted of keratin, phenyl salicylate (salol), or = sion was substantially longer than desired, atten- 
gelatin in tion was directed toward synthesizing shorter acting 
tions were ca enteric, om 4 — was congeners; when the action was substantially short- 
to have them withstand gastric digestion but, never- er than desired, recourse was made to several de- 
theless, disintegrate and undergo absorption in the vices. Some of these, such as the use of probenecid 
intestine. These Preparations were not unitormly to impair the renal excretion of penicillin, are un- 
successful, with respect to yoy related to the current topic. More commonly, efforts 
hand, some soluble drugs were found able to dif- were made to delay, and thus prolong, the absorp- 
fuse coatings which were satisfactorily ‘tion of the drug from the injected site. This proved 
insoluble in gastric juice, and, on other hand, exceptionally fruitful. The various penicillin and 
some enteric preparations were so resistant to dis- insulin preparations may be cited as outstanding 
integration and solution that they traversed the examples of successes in this direction 

entire gastrointestinal tract intact. Nevertheless, such These 


preparations of drugs so as to delay and prolong 
the absorption and thereby the action of the active 
but in a more or less desultory fashion, since the ingredients, with the ble objective of im- 
reasons for doing so did not appear particularly = ving their therapeutic effects. As a result of this 
gg ree wine interest, the market is now more or less deluged 
bp, with preparations purporting to have delayed ac- 
came to by tion, repeat action, and sustained action. The rush 
cause of various sorts of limitations to their oral to prepare all sorts of medicaments in some one of 
effectiveness. During the era when drugs were ad- the forms has been so great that one 
ministered virtually exclusively as oral manufacturer taunted his competitors by preparing 
siderably as to the duration of their effects; how- comes too general, it seems appropriate to survey 
ever, parenteral administration emphasized this the problem in a general way 
distinguishing characteristic among drugs, since 
tion was eliminated. in turn, hod 
within the body and upon the roles played by and absorption will be referred to only in general 
of them fall into two categories: (1) those in which 
g's sojourn body conseq the te some agent more or 
duration of its effect. More simply, parenteral ad- 8 


1652 
Carl A. Dragstedt, M.D., Chicago 

Historical Background conversely of learning the blood levels achieved 

by various drug dosages and the time-course of the 

ministration emphasized the importance of learnin (0 OF WHICH 

the time-course of this disposal even in the her me. or disintegrates slowly in any fluid (e. g., fats, 

; in which mechanisms were little understood, or waxes, fatty acids, shellacs, glycerin esters ) and (2) 

those in which the active drug is adsorbed on an 

Protessor of Pharmacology, Northwestern University Medical School ion-exchange resin from which it is rather slowly 


¢ 


There is a second corollary which can be drawn 
from their studies. When a drug is normally irregu- 
larly or incompletely absorbed after oral administra- 
tion as com with parenteral injection, it seems 
inevitable that this erratic behavior would be ac- 
centuated by administering it in one of the pro- 
longed-type preparations. There are quite a number 
of such drugs, and they may be readily recognized 
by noting the marked disparity between the oral 
dose and the parenteral dose when the drugs are 
administered both ways. Several of the ganglionic 


published reports support the contention that ad- 
ministration of tions leads 


after administering ordinary 
(2) a more evenly sustained 1 of drug in the 
blood. Unfortunately the great majority of these 


drug “X” given as an ordinary preparation. Of 
course it should! So would 10 mg. of drug “X” 
as an ordinary preparation. Only a few 
gs (e. g., alcohol) have a more or less fixed rate 
so that increasing the dose increases 
of action more or less to an equal 


a definite increase in the duration of its 
even though this is not a direct relationship. 
In a few studies, determinations of blood levels 
have been adequate enough to establish that there 
is less “peak and valley” rise and fall in such levels 
after administration of prolonged-type preparations 
as compared with ordinary preparations. These are 


from the behavior of the drug as to characteristics 
of absorption and duration of action, there are clin- 
ical considerations which challenge the advisability 
of prolonged-type preparations for certain drugs. 
One may include here, at least as being debatable, 
the employment of prolonged-type preparations for 
the amphetamines and other anorexigenic agents 
used in the treatment of obesity. In view of the 
lack of general agreement as to the mechanism by 
which these drugs have an anorexigenic action and 
the likelihood that they are not effective without 
some attendant central and cardiovascular stimula- 
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tion, their employment for this purpose may be 
more of a price to pay than the trivial villainy 
of eating between meals is worth. 

Still more questionable, in my opinion, is the use 
of prolonged-type preparations of glyceryl trini- 
trate (nitroglycerin) in angina pectoris. This agent 
has achieved its deserved reputation because it is 
rapidly absorbed when given sublingually and is 
quickly effective in relieving an anginal attack. The 
value of any of the nitrites as prophylactic agents is 
less firmly established, and the shift to a swallowed 
administration form is a shift to a much more er- 
ratic absorption for glyceryl trinitrate, whether 
coated or not. Indeed, in one controlled study, oral 
administration of 2-mg. capsules of the drug, four 
times daily, was found to be no more effective than 
a placebo for controlling anginal pain.’ Moreover, 
the currently marketed prolonged-type prepara- 
tions of this drug are viewed with grave misgivings. 
They are available as oral tablets containing 2.5 and 
6 mg., which represent from 6 to 15 times what is 
generally considered to be the optimum sublingual 
dose of 0.4 mg. Accordingly, in view of repeated 
reports * that only minor increments in dosage 
beyond this optimum may produce, in occasional 
patients, the so-called paradoxical effect of a re- 
duced coronary flow with attendant collapse (con- 
sequent to a venous pooling in the lower extremities 
and diminished venous return to the heart), the 
administration of such preparations assumes a de- 
gree of precision in their rate of absorption which 
strains one’s credulity. Experience may prove that 
misgivings are groundless in both of these instances, 
but the reasons for them illustrate the attitude 
with which the substitution of prolonged forms for 
ordinary forms of administration should be viewed. 


Summary 


No drug whose precision of dosage is important 
should be administered by a prolonged-type prepa- 
ration, because a bona fide decrease in disintegra- 
tion and absorption necessitates an unknown de- 
crease in physiological availability. Drugs whose 
normal absorption from the gastrointestinal tract is 
impaired or erratic should not be administered by 
prolonged-type preparations. The administration of 
drugs in a prolonged-type preparation should be 
viewed with misgiving if the total dose adminis- 
tered is more than two or three times the usual 
therapeutic dose, unless the drugs concerned are 
known to have substantially wide margins of safety 
between therapeutic and toxic ranges. These restric- 
tions leave a substantial area in which there is rea- 
son to anticipate that the employment of prolonged- 
type preparations should offer advantages over con- 
ventional preparations. At present, there is grave 
disagreement as to the relevance of in vitro tests, 
with respect to predicting the behavior of pro- 
longed-type preparations when administered to pa- 
tients. It seems unlikely that variations in the tests 
will dispel this uncertainty, since the variability 
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blocking agents used in the management of hyper- 
tension illustrate this characteristic. A number of 
to (1) a more n 
reports state that 10 mg. of drug “X” given as a 
prolonged-type preparation resulted in a longer 
duration of clinical effects than did 5 mg. or so of 
quite convincing, but it should not be forgotten that 
such evidence, which is valid for drug “X,” cannot 
| be construed as applying necessarily to drugs “Y" 
or “Z.” 

Contraindications.—Mention was made previously 
of some areas in which prolonged-type prepara- 
tions would appear to offer advantages. It is equally 
: appropriate to mention some areas or circumstances 

in which they would appear to be contraindicated. 
In addition to the contraindications which stem 


Vol. 168, No. 12 COUNCIL ON FOODS AND NUTRITION 1685 
between will remain, no matter how stand- 106 (Jan. 15) 1957. Chapman, D. G ered one 

ardized in vitro become. The cau- Reliability of Riboflavin Excretion Tect Determining 
tious physician would be wise not to become un- Availa of Coated Tablets, Caned. j. Biochem. & “a 
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NUTRITIONAL STATE OF THE MOTHER PRIOR TO CONCEPTION 
Genevieve Stearns, Ph.D., lowa City 


The best provision for well-being in any period 
of life is to arrive at that point in good nutritional 
and physical status. The well-born infant is sturdier 
throughout infancy than the baby poorly born; the 
sturdy infant has stores to give impetus to 
in the preschool years. The child who is in excellent 
nutrition will have stores to be drawn upon during 


the rapid growth at puberty. The we 
nourish her f 


best insurance for a healthy infant is a mother who 
is healthy and well nourished throughout her en- 
i 

Present mortality statistics show that, though we 
have made impressive progress in lowering the 
death rate of children under one year of age, the 
neonatal death rate is still declining too slowly. The 
fetal and neonatal death rates, plus the number of 
incurably damaged infants, total a wastage that 
is far too high. In any study of such wastage, the 
conviction grows that long-term, poor nutrition of 
the mother is one of the most important factors. 
Proof of this is obviously difficult to obtain. 


Importance of Nutritional Status Prior 
to Conception 
Animal studies have shown that severe nutritional 


deficiency prior to conception results in death or 
abnormality of the fetus.’ The deficiencies in the 


From the Department of Orthopedic Surgery, College of Medicine, 
State University of lowa. 


in reportin 


as | and Campbell, J. A.: Relation Between in Vitro Disintegra- 

which the prolonged-type preparations can achieve tion Time of Sugar-Coated Tablets and Physiological Avail- 

the theoretical goals envisioned for them. ability of Sodium p-Aminosalicylate, J. Am. Pharm. A. 
(Scient. Ed.) 4%3374-378 (June) 1956. 

2. Friend, D. G.; O'Hare, J. P.; and Levine, H. D.: Action 

of Triethanolamine Trinitrate in Angina Pectoris, Am. Heart 
maternal animal are carefully graded not to be 
sufficiently severe to cause death of the embryos, 
vet sufficiently serious to cause malformations in 
many of the fetuses. The degree of deficiency 
needed to produce fetal or neonatal death, mal- 
formations, or premature delivery in the human 
mother cannot be determined easily. Yet both 
sHOUTISTICT historical evidence and careful observational studies 
efore, the give evidence that the long-term nutritional status 
of the mother is an important factor in determining 
the health of her infant. 

In any war, large numbers of people are sub- 
jected to nutritional changes usually detrimental. 
that vear reached a low level that was steadily 
maintained until liberation in May, 1945. Previous 
to October, 1944, rations for pregnant women and 
nutrition in general were fairly good. During the 
regulated but reasonably adequate nutrition. Babies 
conceived before and born during the hunger 
period were shorter and weighed less than those 
born before this period. The incidences of still- 
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adolescents is well known and undoubtedly is a 
major factor contributing to their malnutrition, par- 
ticularly that of girls. 


pregnancy 
and whether increased age of the mother altered 


and storage of essential nutrients, provided that 
they are ingested. Unfortunately, the sensitivity to 
emotional distress remains; retention values _re- 
flected each disturbing influence. The subject most 
continuously disturbed over her situation lost cal- 


> lier in pregnancy her nutritional 
habits can be improved, the better for both her 
infant and herself. 

The girl who marries during her mid-teens is apt 
to be a girl poorly 


many 
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ward improving the nutritional status. At what 
ages are chances for success best? Nutritional habits 
of families tend to remain relatively constant for 
generations, a fact particularly true among lower- 
income families. If the adolescent breaks with 
family tradition, it is usually in the direction of 
— nutrition. Marriage usually returns the new 
ly to the traditional pattern, modified somewhat 

by the food likes and dislikes of the spouse. 


er, well-dressed appearance and 
a Se The younger the child, the 
easier it is to change his habits in the direction of 


emotional instability, and insistence on 
with the group has the greatest need but is the most 
refractory to nutrition education. 

It appears that the two ages most amenable to 


nutritional habits in school, usually the child insists 
that the parents follow directions, for school, at that 
age, is 

this age 


own group, the chance for success is improved. Too 
often, however, knowledge of nutrition learned in 
the grades is discarded by the high-school girl.'* 
The importance of good nutrition in this group 
is so great that no steps toward its improvement 
should be Organized groups for teen- 
agers, such as Girl Scouts, 4-H Clubs, Camp Fire 
Girls, and others of like nature, should be en- 
couraged to stress good nutrition and to give credit 
for its achievement. Nutritionists must learn the 
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Many of these young girls who have always 
lived on a low nutritional plane will enter mar- 
riage with no nutritional training, with their own 
nutritional stores incomplete, and with the emo- 
tional instability of adolescence often at its maxi- 
mum. Can this girl's body, inadequately nourished 
and with no reserves, provide nutrients for another Within the family, the infant occupies a favored 
body and at the same time build up her own position. The public is educated to expect super- 
uterine and abdominal musculature and the other vision of the baby’s nutrition, and free clinics make 
tissues necessary in pregnancy? this possible. After the child can feed himself at 
A study of girls and young women illegitimately the family table, his nutritional status is apt to 
pregnant, aged from 13 to 30 years, was then un- deteriorate. The family needs further education 
dertaken in our laboratory to determine whether concerning the nutritional needs of children during 
pregnancy itself increased the ability of the girl to the preschool years. The grade-school child is ac- 
absorb and retain nutrients, whether emotional dis- tive, hungry, and relatively uncritical in matters of 
ee food. The adolescent boy asks only for quantity. 
The adolescent girl prizes social status above all, 
either of these factors.'* The educational status of and she will sacrifice everything to achieve a slend- 
the subjects varied from grade-school to college 
students. Throughout the age range studied, all 
: emotionally stable subjects were able to absorb 
and retain more nutrients than were needed by the improvement in nutrition. His response to diet is 
fetus. Girls from the poorest nutritional back- also more rapid than that of the older child. The 
grounds were able to retain as much as girls whose ith ition. ave 
nutritional background had always been good. 
Pregnancy itself, therefore, increases the utilization y 
change in dietary habits are the grade-school child 
and the young pregnant woman. If taught good 
. cium steadily during the study. Her total calcium 
loss was at least double the amount used by her 
| fetus. Her losses of phosphorus and nitrogen were 
: less striking but left her body with a serious deficit. worked teacher or school-lunch supervisor, but 
| If the young pregnant woman remains emotional- much can be accomplished. The adolescent girl 
ly stable and ingests a good diet, she is in an excel- must be approached through the medium of beauty 
lent position both to improve her own nutritional and popularity, not nutrition per se. If improve- 
; status and to produce a sturdy full-term infant. ment in diet can be made fashionable among her 
; lifetime and to be equally ill-equipped to meet the 
ga psychological problems inherent in establish- 
q ing a successful marriage and the new family. It is 
; not surprising, therefore, that she is the least suc- 
cessful mother in producing a healthy full-term 
infant. These young adolescent girls greatly need proper psychological approaches for teen-agers. 
F counseling in nutrition and in the whole area of School lunches should conform to good nutritional 
H preparation for successful family life. standards, and, most of all, nutritious foods should 
g be made more easily available than their poorer 
i Nutrition Education counterparts. The substitution of milk-dispensing 
l The nutritional status of any person may be im- machines for soft-drink dispensers when tried has 
proved at any time of life, provided that the needed resulted in improved nutrition. When the school 
: nutrients are available and interest is aroused to- may receive a larger percentage from the sale of 


i 
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soft drinks, often this change is not made because level of the mother is low, improvement of her 
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In his series 50% were permanently and completely individual members of the profession to adhere 
cured and most of the rest were greatly improved. to these rules of conduct. Such adherence will 
ti inevitably mean that 
in fi better served by the 
the medical professions. 
lie INNEAPOLIS 
eeting of the American Medical 


ORGANIZATION SECTION 


ESTIMATES OF COSTS FOR MILITARY CARE 
BY THE BUREAU OF THE BUDGET 


June 27, 1958 


your letter of June 17, 1958, 
requesting the Bureau of the Budget to furnish you 
the results of the survey made to bring up to date 
estimates of the costs of caring for military de- 
pendents in military hospitals which were fur- 
nished to you last year. I am glad to comply with 
this request, but it should be understood the data 
furnished herewith are based upon a somewhat 
limited coverage of costs in military hospitals and 
the application of informed judgment to the basic 
information. 

On the basis of a detailed analysis of the prora- 
tion of direct operating costs between care of de- 

and other patients made at 14 repre- 
sentative military hospitals for the fiscal year 1957, 
it is concluded that the direct cost of 
care averaged $31.58 per patient day. 

The following items of indirect cost, averaging 
$8.38 per patient day, have been added in order to 
arrive at an approximation of the full cost to the 
Government of providing medical care to depend- 
ents in military hospitals. Depreciation of buildings 
a fixed equipment, $1.90; operating costs of cen- 


of military Onan» $1.17; and outpatient 
care incidental to hospitalization of depend- 
ents, $3.00. 

The combined direct and indirect costs result in 
a total estimated patient day cost for dependent 
care in fiscal year 1957 of $39.96. Of this amount, 
$34.46 represents the cost of hospital care and 
$5.50 approximates the cost of staff physician's 
services. To reflect current costs, it is necessary to 
add to this 1957 experience the increased operating 

incurred in fiscal year 1958 plus the cost 
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Areas of discussion to be covered during the 
three-day meeting will include the following: tech- 
niques and equipment in maintaining germ and 
pathogen-free colonies; design of animal quarters 


One of the features of the Minneapolis Clinical 
Meeting will be 10 breakfast round tables on Thurs- 
day morning, Dec. 4, on subjects of paramount in- 
terest in the practice of medicine. Attendance at 
each round table will be limited to 30 persons. 
Tickets will be available at $2.50 each, as long as 
the supply lasts, in the Registration Area at the 
Minneapolis Auditorium, beginning Tuesday morn- 
ing. Physicians are urged to purchase their tickets 
as early in the week as possible. 

Breakfast begins at 7:30 a. m. and the conference 
terminates at 8:45 a. m. allowing time to reach the 
Auditorium for the program there. 

The subjects to be discussed at each breakfast, 
the moderators, and the place are as follows: 


Emergencies. 
Roy G. Omaha. 
Leamington Hotel, Indiana Room. 
Problem of Management of Severe Sepsis. 
Wes.ey W. Sprxx, Minneapolis. 
Leamington Hotel, Michigan Room. 
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to be $2.00 and $1.71 per patient day respectively. 
a The total current cost for care of dependents in 
military hospitals, therefore, is estimated to be 
pone? Kennard, M.D. $43.67, comprising $38.05 for hospital care and 
A ng $5.62 for staff physician's services. 
Washington Office Sincerely yours, 
1523 L Street, N. W. Rocer W. Jones 
Washington 5, D. C. Assistant Director 
Dear Dr. Kennard: ANIMAL CARE MEETING 
Better care for research animals means greater 
accuracy in scientific findings. This is the idea 
underlying the Animal Care Panel whose ninth 
annual session will be held at the Hamilton Hotel, 
in Chicago, Dec. 3-5. The panel is a volunteer 
organization and has no staff. Its efforts are aided 
by the National Society for Medical Research, 
which publishes its proceedings. Sessions are de- 
voted to the exchange of technical information 
offered by scientists and laboratory animal super- Vv 
and temperature control; management of sanitation 
and nutrition; and diagnosis of diseases in labora- 
tory colonies. 
MINNEAPOLIS CLINICAL MEETING 
; $0.57; cost of education and training to increase 
: proficiency of hospital personnel in patient care, 
; $0.51; cost of headquarters staff management and 
3 professional direction incidental to inpatient care 
I of dependents, $0.17; medical care of military 
of the recently granted pay increases for military ee 


otel, 
Leamington Hotel, Twin Cities Room. 
Cancer Detection in the Doctor's Office. 
P. Anpenson Ja., Austin, Minn. 
Curtis Hotel, Moroccan Room. 


SURANCE PLANS UNDER COLLECTIVE 


bargaining 
is the extent of coverage under such agreements? 
What appears to be the future trend in the negotia- 
tion of such agreements? What are some of the 
gaps of coverage as reported by a recent govern- 
ment study? The answers to these and other 
tions which have been raised by physicians can be 


Labor report of sufficient interest to physicians and 
medical societies to summarize its contents and to 


report on various highlights of the findings. The 


plans. 
The types of benefits included in the study were: 
life insurance, accidental death and dismember- 
ment, accident and sickness, surgical, and medical 
care. Sections of the report also deal with maternity 


This Code constitutes the recognition that, with 
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Orthopedic Problems in General Practice. plans are estimated by the committee to be equal, 
Joun F. Lyronp III, Hines, Il. at least, to the number of wage earners enrolled in 
; Dr and related benefits, major medical, poliomyelitis, 
J. and outpatient x-ray and laboratory expense bene- 
Curtis Hotel, Mirror Room. fits. The Summary Report has numerous tables 
Acute Poisonings. which have been adapted from the survey of the 
Rosert D. Semscu and Wannen R. Lawson, Minneapolis. government agency and which indicate the types 
of analyses and breakdowns which the original 
Raymonp A. SCALLEN, Minneapolis. report contains. Single copies of the Summary Re- 
Curtis Hotel, Evergreen Room. port are available upon request, without charge, 
Infant Resuscitation. from the Committee on Medical Care for Indus- 
Ex.is N. Conen, St. Paul. trial Workers. 
Curtis Hotel, East Room. 
The Practitioner and the Medical School. 
Watrer S. Wiccrs, Chicago. DR. W. W. BAUER RECEIVES SCHOOL 
Curtis Hotel, Vermilion Room. HEALTH AWARD 
: The American School Health Association, at its 
the William A. Howe Honor Award to Dr. W. W. 
BARGAINING Bauer, for many years’ service as director of Se 
What types alth benefi being negoti- Bureau of Health Education of the American Medi- 
- i. a cal Association. According to the School Health 
Association, Dr. Bauer's greatest contribution has 
8 been the initiation and development of the Nation- 
al Conference on Physicians and Schools, a means 
of betterment of the health of the children and 
youth of America. 
found in a new publication just issued by the Com- 
mittee on Medical Care for Industrial Workers of MEDICINE AND THE LAW 
the Council on Medical Service and Council on —— 
Industrial Health. The publication, cntiled “A NATIONAL INTERPROFESSIONAL CODE 
Summary Report on Health and Insurance Plans 
Under Collective Bargaining, Late 1955” is based FOR PHYSICIANS AND ATTORNEYS 
on a report (Bulletin no. 1221) issued by the Bureau Preamble 
which analyzes the provisions of 300 col- proves 
lectively bargained plans they existed in the guides for physicians and attorneys in their inter- 
The committee of the A. M. A. considered the conduct for members of the two professions, subject 
the growing interrelationship of medicine and law, 
300 plans which were selected for inclusion in the it is inevitable that physicians and attorneys will be 
study by the Bureau of Labor Statistics are de- drawn into steadily increasing association. It will 
scribed as broadly representative, covering groups serve its purpose if it promotes the public welfare, 
of employees ranging from 1,000 to half a million. improves the practical working relationships of the 
The plans embraced almost 5 million workers, or two professions, and facilitates the administration 
over 40% of the total number of employees esti- of justice. 
mated to be covered by health and insurance plans National Code Tor and) 
under collective bargaining at the time of the sur- was adopted by the American Medical Association ot its Annual Most- 
vey. The number of dependents covered by these ae ee oe Aug. 28, A American Bar Association at its An- 


business of the courts cannot depend upon the con- 


Physician Called as Witness 
The attorney and the physician should treat one 
another with dignity and respect in the courtroom. 
The physician should testify solely as to the medi- 


MEDICINE AND THE LAW 


J.A.M.A., Nov. 22, 1958 


cal facts in the case and should frankly state his 
medical opinion. He should never be an advocate 
and should realize that his testimony is intended to 
enlighten rather than to impress or prejudice the 
court or the jury. 

It is improper for the attorney to abuse a medical 
witness or to seek to influence his medical opinion. 
Established rules of evidence afford ample oppor- 
tunity to test the qualifications, competence, and 
credibility of a medical witness; and it is always im- 
proper and unnecessary for the attorney to em- 
barrass or harass the physician. 

Fees for Services of Physician Relative to Litigation 


The physician is entitled to reasonable compensa- 
tion for time spent in conferences, in preparation of 
medical reports, and in court or other appearances. 
These are proper and necessary items of expense in 
litigation involving medical questions. The amount 
of the physician's fee should never be contingent 
upon the outcome of the case or the amount of dam- 
ages awarded. 


Payment of Medical Fees 


The attorney should do everything possible to as- 
sure payment for services rendered by the physician 
for himself or his client. When the physician has 
not been fully paid the attorney should request per- 
mission of the patient to pay the physician from any 
recovery which the attorney may receive in behalf 
of the patient. 

of This Code 
at State and Local Levels 


In the event similar action has not already been 
taken this Code should, in the public interest, be 
appropriately implemented at state and local levels 
for the purpose of improving the interprofessional 
relationship between the legal and medical pro- 
fessions. 


Consideration and Disposition of Complaints 
The public airing of any complaint or criticism 
by a member of one profession against the other 
profession or any of its members is to be deplored. 
Such complaints or criticism, including complaints 
of the violation of the principles of this Code, 
should be referred by the complaining doctor or 
lawyer through his own association to the appro- 
priate association of the other profession; and all 
such complaints or criticism should be promptly 
and adequately processed by the association re- 
ceiving them. 
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Medical Reports 

The physicians upon proper authorization should 
promptly furnish the attorney with a complete 
medical report, and should realize that delays in 
providing medical information may prejudice the 
opportunity of the patient to either settle his claim 
or suit, delay the trial of a case, or cause additional 
expense or the loss of important testimony. 

The attorney should give the physician reasonable 
notice of the need for a report and clearly specify 
the medical information which he seeks. 

Conferences 

It is the duty of each profession to present fairly 
and adequately the medical information involved 
in legal controversies. To that end the practice of 
discussion in advance of the trial between the phy- 
sician and the attorney is encouraged and recom- 
mended. Such discussion should be had in all 
instances unless it is mutually agreed that it is 
unnecessary. 

Conferences should be held at a time and place 
mutually convenient to the parties. The attorney 
and the physician should fully disclose and discuss 
the medical information involved in the controversy. ee 

Subpoena for Medical Witness 1 

Because of conditions in a particular case or juris- ve 
diction or because of the necessity for protecting 
himself or his client, the attorney is sometimes re- 
quired to subpoena the physician as a witness. Al- 
though the physician should not take offense at be- 
ing subpoenaed the attorney should not cause the 
subpoena to be issued without prior notification to 
the physician. The duty of the physician is the 
same as that of any other person to respond to 
judicial process. 

Arrangements for Court Appearances 

While it is recognized that the conduct of the 
venience of litigants, lawyers, or witnesses, arrange- 
ments can and should be made for the attendance 
of the physician as a witness which take into con- 
sideration the professional demands upon his time. 
Such arrangements contemplate reasonable notice 
to the physician of the intention to call him as a 
witness and to advise him by telephone, after the 
trial has commenced, of the approximate time of his 
required attendance. The attorney should make 
every effort to conserve the time of the physician. 
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28.8 to 4.7 per 100,000 among white persons and 
from 574.3 to 88.4 among nonwhites. Infant mor- 


165,000 Hunter Radiation 
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bined, were next in rank. 


eases was dedicated at the Yale-New Hav 
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ALABAMA CALIFORNIA 
Program.—The to Honor 
mni and ual 
will be of the 
edical College by the 
28-29 with the , will be given 
ity Hospital merican Sanit 
Frank A. Rose Id Health 
followed by Id Health Org 
by Dr. J. Henry Goode, presiden t the Kit Ca 
Association of Alabama. The c Dec. 4, 8:30 p 
include presentations in su Dr. Paul D. 
gynecology, psychiatry, medici Supervisors pl 
The morning of Nov. 29 will be devoted to a an annual lecture in hono 
medical and surgical conference and a clinical who contribute to the care of the medically indi- 
pathological conference. There is no registration gent of the community. 
fee and the meeting has been classified for category 
I credits by the Alabama Academy of General COLORADO 
ranked third, reflecting in ical Center, New Haven, Oct. 10. 
in Alaska, the statisticians electron volt Van de Graaff x-ray g 
enza and pneumonia com- of the Donner Foundation of Philade 
housed in the structure, which wi 
pathy relating society activities, Yale School of Medicine. The guest s 
a Sa eee dedication was Dr. Lee E. Farr, direct 


i 


Tumor Clinic is on the street floor. Also housed in 
the building will be the Tumor Registry which has 
some 5,000 patients registered. 

FLORIDA 


to equipment for the instruction of medi- 
cal and in radioisotopic tracer 
INDIANA 

Two New U Dr. Walter D 


head of two new educational 


Washington University School of Medicine, St. 
Louis, has been appointed professor and chairman 
of the department of pharmacology at the Tufts 
University School of Medicine, Boston. He will 
succeed Byron B. Clark, Ph.D., who has resigned 
after 10 years to join a midwestern pharmaceutical 
firm. 


NEW YORK 
Dr. Fenn Honored.—Wallace O. Fenn, Ph.D., pro- 


Irving Van Woert Jr., Albany, New York. 


Multiple Birth Roster.—The New York City Depart- 
ment of Health has established a “Multiple Birth 


respects: adoption of a child, death during the first 
year of life, and data fed back to the roster by the 
individual researcher. The roster was initiated as 
of Jan. 1, 1958. At a later date an evaluation will be 
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Institute of Brookhaven National Laboratory. The MARYLAND 
radiation therapy center and the tumor clinic will Dr. Thorn Named Pincoffs Lecturer.—The second 
occupy the first two floors while the top two floors Maurice C. Pincoffs Lecture in Internal Medicine 
will provide laboratory space for the pediatrics and will be given at the University of Maryland School 
medicine departments of the Yale Medical School. of Medicine and College of Physicians and Sur- 
geons by Dr. George W. Thorn, Hersey Professor 
Boston. His topic will be “Adrenal Hyperfunction— 
Clinical Studies.” The lecture in Chemical Hall will 
begin at 8:30 p. m., Dec. 15. The Pincoffs lecture- 
ship in medicine was established in 1957 by the 
faculty in honor of Dr. Pincoffs’ 35 years as profes- 
sor of medicine. Funds contributed by faculty, col- 
leagues, friends, and former students made its 
establishment possible. 
MASSACHUSETTS 
New Departmental Chairman.—Dr. Richard T. —_Dr. Friedkin Comes to Boston.—Morris E. Friedkin, 
Smith has been selected as professor and chairman Ph.D., associate professor of pharmacology at the 
of the department of pediatrics at the University 
of Florida College of Medicine in Gainesville, eftec- 
tive Sept. 1. Hospital facilities available to the new 
department include 75 pediatric beds and nursery 
facilities for about 2,000 deliveries a year. In addi- 
tion to an active out-patient department, there is an 
ambulant division where mothers and their children 
may remain together. Applicants are now being re- 
ceived for pediatric internships and residencies to ] 
dressed to the Department of Pediatrics, College of fessor of physiolo re 
ysiology, University of Rochester School 
Medicine, University of Florida, Gainesville, Fla. of Medicine and Dentistry, and the only member 
;, ‘ of the school’s original advisory board still serving 
nave jin that capacity, was awarded the Gold Medal of 
ida’s J. Hillis Miller Health Center. The Atomic the Medical Alumni Association at the organiza- 
Energy Committee granted the College of Medi- tion’s banquet. The medal is awarded each year to 
cine $15,000 and the College of Pharmacy $8,000 a faculty member “in recognition of his integrity, 
inspiring teaching, and devotion to medical stu- 
dents.” 
Society News.—The Northeastern New York Radi- 
ological Society has elected the following officers 
for the coming year: president, Kenci]l L. Mitton, 
ose and Dr. A. David McKin ave been made Schenectady, New York; vice president, Sidney I. 
Pee divisions in the Indi- Etkin, Albany, New York; and secretary-treasurer, 
ana University School of Medicine. Dr. Close will ee 
be in charge of an expanded medical education 
internships on the staffs of the university hospitals 
and in that capacity will serve as medical director Roster,” intended to be a source of information for 
for the Long, Coleman, and Riley hospitals at the research workers in genetics, child development, 
Indiana University Medical Center. Dr. McKinley and other fields. All the identifying, demographic, 
will develop and direct an audiovisual aids pro- and pregnancy information available on the birth 
gram, assembling material for teaching and other certificate of each infant is punched on a tabulating 
educational activities. In addition, Dr. McKinley card. The roster will be kept up-to-date in three 
will supervise the operation of the Heart Station 
and will resume the teaching assignments in car- 
diology which he had given up while serving as 
medical director of the hospitals. 
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made to determine whether its use by researchers 
warrants its continuation. Formal requests should 
be submitted to Dr. Harold Jacobziner, Assistant 
Commissioner for Maternal and Child Health Serv- 
ices, New York City Department of Health, 125 
Worth St., New York 13. 


and Rehabilitation of the New York University- 
Bellevue Medical Center since 1948, and was also 
associate professor of clinical physical medicine and 
rehabilitation at New York University College of 
Medicine. 


President's Committee Award Citation to Dr. 


and Preventive Medicine, Cornell University Medi- 
cal College, is chairman of the council. A specially 
created Office of Health Research within the Health 


universities, institutions and city 

ments to carry on and research work on a 
wide range of health and problems. 
PENNSYLVANIA 


at Georgia Warm Foundation, has 
been a physician in charge of 
H s rehabilitation center in Los -- 


TENNESSEE 

Organize Research Center in Knoxville—A new 
research installation, the University of Tennessee 
Memorial Research Center, has begun operation 


January to assume directorship of the new installa- 
tion. Dr. Rogers was assisted setting up the research 
laboratories by Guy Thomas Barry, Ph.D., who is 
working in the fields of biochemistry and micro- 
biology. The Research Center has facilities for the 
use of radioactive isotopes from nearby Oak Ridge. 
In addition to research, this institution is working 
cooperatively with the Biology Division of the Oak 
Ridge National Laboratory in Oak Ridge. It is also 
working in the training of postdoc- 
toral fellows with the medical school of the Univer- 
sity of Tennessee College of Medicine, in Memphis. 
Since the opening of the Research Center, three 
other scientists have been added to the staff 
Dr. Amoz I. Chernoff, from Duke University School 
of Medicine, Dr. Bernard G. Stall, III, University 
of North Carolina School of Medicine, Chapel Hill, 
and Dr. McChesney Goodall Jr., from Duke Uni- 
versity 

Society News.—The Tennessee Radiological Society 
has elected the following officers: president, 1958, 
Dr. David S. Carroll, Memphis; president-elect, Dr 


i 
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first year’s work. The funds will be allocated under 

enable scientists in local medical schools, 

New York City 

Appoint Chairman for New Department.—Dr. Jo- Philadelphia 

seph G. Benton has been appointed chairman of Personal.—Dr. Thomas Gucker III, assistant profes- 

the newly established department of rehabilitation sor of orthopedic surgery, University of Pennsyl- 

medicine at the State University of New York vania School of Medicine and assistant 

Downstate Medical Center and director of the 

rehabilitation department in Kings County Hospital 

Center, both in Brooklyn. Dr. Benton had been as- _ ee pest 

sociated with the Institute of Physical Medicine M non, wana ed 
at the annual dinner meeting Oct. 16 of the medical 
alumni society of the University of Pennsylvania. 
Dr. Hess is a graduate of the University of Pennsyl- 

Weeden.—The President's Committee on Employ- 

ment of the Physically Handicapped has awarded 

) a special citation to Dr. Willis M. Weeden, medical 

pensation Board, in appreciation of his “exceptional 384-bed general hospital, the center is being organ- 

contributions in advancing the employment of the —_ized by Dr. Stanfield Rogers, who left the Duke 

physically handicapped.” The citation was pre- University Medical Faculty at Durham, N. C., last 

sented to Dr. Weeden by Dr. Gerald D. Dorman, 

New York City, chairman of the Council Commit- 

tee on Workmen's Compensation of the Medical 

Society of the State of New York, at the Statler 

Hotel during a luncheon. Dr. Weeden has been 

medical director of the Workmen's Compensation 

Board for 12 years. He is a consulting surgeon at 

the Elmhurst General Hospital, Queens, is on the 

surgical staff of the New York Hospital, and is an 

instructor in surgery at Cornell University Medical 

College. 

Program for Municipal Health Research.—A 

“purely municipal program of medical and health 

research” was launched Sept. 16 by Mayor Robert 

F. Wagner at a meeting of more than 300 of the 

city’s scientists, civic leaders, and medical experts. 

The newly inaugurated New York City Health Re- 

search Council will direct the research program. 

Dr. Walsh McDermott, Professor of Public Health 

Department will administer the program, and Dr. 

Colin MacLeod, former chairman of the Army 

Epidemiology Board, will head this new unit. The 

city has appropriated $600,000 to underwrite the City. 


New headquarters of the Southern Medical Association, 
Birmingham, Ala. 


conception of the building plan, initiation, and con- 
struction of the home office, were features of the 
dedication program. Dr. Robert L. Sanders, Mem- 
phis, association president in 1954-55, is credited 
with getting the building movement under way. 
Other speakers included Dr. John P. Culpepper Jr., 
Hattiesburg, Miss., Dr. Lee F. Turlington, Bir- 
mingham, V. O. Foster, executive director, and 
Mrs. Walker L. Curtis, College Park, Ga., president 
of the Southern Medical Association Woman's 
Auxiliary. Dr. Arthur C. McCarty, past-chairman of 
the Southern Medical Association Council, made 
the official presentation of a portrait of C. P. Loranz, 
who has served the organization as professional 
relations director for 46 years and who led the 
building fund drive. Presiding was Dr. Milford O. 
Rouse, Dallas, president-elect of the association. 
The new building is a split-level structure fronting 
on Highland Avenue at 26th Street South. In addi- 
tion to providing a meeting place and business cen- 


years 
in Chattanooga in 1906 and offices were in Mobile 


been elected to active membership in the National 
Health Council, bringing to 63 the number of or- 
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Foreign Guest Speakers.—Baylor University College uarters, areas, it contains 
of Medicine, Houston, had. Dr. John F. Loutit, | space for the monthly Southern Medical Journal. 
director, Radiobiological Research Unit, Atomic | The Southern Medical Association, which now has 
Energy Research Establishment of Harwell, Eng- 13,000 members, has maintained headquarters in 
CP Staker of the department of pathology, Cam- before being moved to Birmingham in 1913. 
bridge University, England, spoke before the 
weakly seminar cf the Texas Medical Center Re- Support for Undergraduate Research—The Na- 
search Society Nov. 5 on “Studies on Growth and tional Science Foundation has announced plans to 
Latency with Herpes Virus.” Dr. William H. make grants to colleges, universities, and nonprofit 
McMenemey, of Maidavale Hospital, London, Eng- institutions a 
land, lectured to sophomore students Nov. 10. physica 
GENERAL About 1,000 at institu- 
Sout? Medical A iation Opens New Head- tions are expected to participate in t programs. 
quarters.—_Formal opening of the new $250,000 will provide in ac 
home of the Southern Medical Association in Bir- 
mingham, Ala., Sept. 7, marked the completion of 
several years of planning and more than one year Propo Ed Section. 
of construction. Association president is Dr. W. W 
Kelly West, Oklahoma City. Remarks by past-presi- Foundation, Washington 35, D. C. 
dents whose administrations coincided with the National Health Council Elects New Member.— 
The American College of Preventive Medicine has 
ganizations comprising the National Health Coun- V. 
cil. Its membership consists of voluntary and gov- 
Se ernmental health agencies, professional associations, 
mr civic groups, and business firms having a major 
| interest in health. The council serves as a confer- 
— ence ground for these organizations to plan to- 
gether for the better health of the nation. President 
of the American College of Preventive Medicine is 
Dr. Vivian A. Van Volkenburgh, assistant commis- 
of the New York State Department of Health 
Division of Local Health Services. Among the chief 
aims of the association are “the promotion and ad- 
vancement of the highest possible service standards 
in education, practice, and research in preventive 
medicine and public health.” 
Fellowships for Women.—The American Associa- 
tion of University Women has announced a total of 
40 fellowships for 1958-1959, open to American 
women who show “distinction or promise of dis- 
tinction in their chosen fields of study.” The two 
categories are (1) women who already hold the 
doctorate and (2) women who have fulfilled all doc- 
torate requirements, except the dissertation. The 
association also offers international fellowships, 
$2,000 each, for which American women may ap- 
ply. Both national and international fellowships are 
unrestricted as to field and place of study except 
that the international fellowships must be used in a 
country other than the candidates own. Candidates 
must have completed the residence requirements 
for the doctorate before the fellowship year begins 
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his work on 


New York City, announces 
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Award, 


Dr. Leloir of Buenos Aires Receives Award.—The 
Helen Hay Whitney Foundation, 525 E. 68th St. 
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hotel rates at the British Colonial Hotel in Nassau, 
reservations are made by 
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Colonial Hotel, Nassau, Nov. 28-Dec. 18. 
provided that reservations are made by writing 
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ts Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
Oct. 25, 1958 
Paralytie Total 
Area Type Cases Total 
New England States 
eelected); and Fast North Central States 
Dean M. Lierle, y 
ollege of Medicine 1 1 
e office in Janu 
, Syracuse, N. S. Rodman 
, Calif.; and Lyle M. Sellers, Maryland .......... : 
annual meeting will also 
8 West 10 
South 
pynference.—The sixth Bahamas 
will be held at the British Fast South Central St 
Kentucky .......... 
Alabama ..........) 
Micsiesipg! ......... 4 
West South Central St 
.......... 
Oklahoma ......... 1 
» 
Mountain States 
Montana 
Wyoming ......9.. 1 
Colorado ......8... 
New Mexico ....8... 
Arizona ........9... 6 
Utah = | 
Pacific States 
12 
LATIN AMERICA 


EXAMINATIONS 
AND 
LICENSURE 


—< 


MEDICAL SPECIALTY BOARDS 


Amenican Boarp oF ANESTHESIOLOGY: Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, 

AMERICAN Boanp oF Written. Several 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. Sec., 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp or INTERNAL Mepicine: 1959 Schedule— 


in 
Philadelphia, April 17-18. Final date for application 
is Feb. 1 ro eg Dr. William A. W: One West 


AMERICAN 
test (Part 1), Various Cities, Jan. 26. 
June 3-6. Sec., Dr. Merrill J. King, 22 White St., 


filing 

aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

Amentcan Boarp or Procrotocy: Oral and Written. Phila- 
delphia, September. Final date for application is 
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of uridine diphosphoglucose, and other derivatives AMEnICAN Boanp or Ontnorarnic Sunceny: Part I. Wash- 
of uridine, from plant and animal tissues. This ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application is Nov. 30. Part 
award, which will be an annual presentation by the 
: 11. Chicago, Jan. 21-23, 1959. Deadline for receipt of ap- 
foundation, was made possible by the income from plications was Aug. 15. Sec., Dr. Sam W. Banks, 116 South 
the T. Duckett Jones Memorial Fund, plus an equal Michigan Avenue, Chicago 3. 
amount from the Helen Hay Whitney Foundation, American Boarp or Orocanynco.ocy: Oral. Chicago, Oct. 
of which Dr. Jones was medical director at the time 5-9. Final date for filing application is February. Sec., Dr. 
of his death. The recipients of this award (96,500) Dean Ng tes 
will be chosen each year by the Scientific Advisory 
of the standing Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, 
achievement in the medical field or related sci- American Boarp oF Puysica, Memicine anp 
ences. tion: Written, Part 1, and Oral, Part Il. Philadelphia, 
June 12-13. Final date for filing application is February 
CORRECTION 15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 
Preventing Blood Coagulation.—In the Question Amentcan Boarp oF Priastic Sunceny: Oral and Written. 
and Answer entitled Preventing Blood Coagula- Boston, May 9-11. Final date for submitting case reports is 
tion,” in THe Journar, Aug. 2, 1958, page 1806, it Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerich, 
was stated that 1 mg. is equal to 10 units. This 4647 Pershing Ave., St. Louis 8, Mo. 
should have read 1 mg. is equal to 100 units. AMERICAN Boarp or Preventive Mepicine: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi- 
Amenican Boarp oF Psycuiatry anp Nevrotocy: New l 
eee York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 7 
credit for full time psychiatric and/or neurologic assign- ° 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 
American Boarnp or Rapio.ocy: Regular Examination. 
Washington, D. C., Dec. 8-11. Final date for filing appli- 
cation was July 1. Special examination in Nuclear Medicine 
Written, Oct. 19. Final date for filing application is May 1. op 
Oral. For candidates in the South and Southwest, New Or- ogy. Washington, D. C., Dec. 6. Final date for filing 
leans, Feb. 3-6. Final date for filing application is Jan. 1. application was Oct. 1. Special Examination. Cincinnati, 
Oral. For candidates in the Midwest. Chicago, April 15-18. Mar. 16-19, 1959. Final date for filing application is Nov. 
Final date for filing application is Jan. 1. Oral. For candi- 1. Candidates completing training June 30, 1959 are not 
dates on the West Coast. Final date for filing application eligible for the Spring 1959 examinations. Sec., Dr. H. 
is March 1. Oral. For candidates on the East Coast, Nov. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 
6-7, 9-10. Final date for filing application is March 1. AmenicaN Boarp or Surcery: Written examinations (Part 
1) will be held at various centers in the United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of the Fall examination 
in Part | has been changed from the last Wednesday of 
AmenicaNn Boarp oF Nevrovocicat Surcery: Examination October as announced in its current Booklet of Informa- 
given twice annually, in the spring and fall. In order to tion to December 3, 1958. Thereafter, examinations in 
be eligible a candidate must have his application filed at Part | will be held once annually, on the first Wednesday 
least six months before the examination time. Sec., Dr. of December. The closing date for filing applications was 
Leonard T. Furlow, Washington University School of August 1. Part Il. New York City, Dec. 15-16; Houston, 
Medicine, St. Louis 10. Tex., Jan. 12-13; New Haven, Conn., Feb. 9-10; Durham, 
AmenicaN Boarp or Osstetrics anp Gyneco.ocy: Part I. No. Car., March 9-10; San Francisco, April 13-14; 
Various parts of the United States and Canada, January 16. Indianapolis, May 11-12; Columbus, Ohio, May 14-15. 
Candidates notified of their eligibility to participate in Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., Phila- 
Part 1 must submit their case abstracts within thirty days delphia 3. 
of notification of eligibility. No candidate may take the Boarp or THoracic Surnceny: Oral. Los Angeles, April. 
written examination unless the case abstracts have been Final date for filing application is Dec. 1. Sec., Dr. Wil- 
received in the office of the Secretary. Sec., Dr. Robert L. liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 
Faulkner, 2105 Adelbert Road, Cleveland 6. AmenicaNn Boarp or Unoiocy: Written Examination. Twen- 
qualifying ty-five cities throughout the country, Dec. 5. The oral 
7 ae will be given in Chicago in February 1959. Sec., Dr. 
Rockland, William Niles Wishard, Jr., 30 Westwood Road, 
Maine. Minneapolis 26. 
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were made this year to collegiate schools of nurs- 


ing to support psychiatric training, bringing the 
number of such schools receiving support to 71. 


at 


4 


office of the VA, succeeding Dr. John G. Hood, who increased to provide $500 for each dependent. Other 


is being transferred to Atlanta, Ga., as area medical allowances for certain travel expenses and research 


director. 


, VA 
pointed deputy for operations of VA hospitals, out- 
bth agencies at the 
VA hospital in Chicago, has been named area medi- -—- $4,500 for the first year and $5,000 
cal director in the Columbus, Ohio, area medical year. 
supplies will remain unchanged. 


area medical office in Atlanta, 
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GOVERNMENT SERVICES Dr. Irvin J. Cohen, director of hospitals and 
° clinics for VA in Washington since 1955, has been 
appointed to a newly created position as deputy to 
NAVY the assistant chief medical director for professional 
services in Washington, D. C. 
Medical Corps Retirements.—The following medical 
were on the retired PUBLIC HEALTH SERVICE 
. 1, by reasons ntary retirement: 
John D. Walters, after more than 20 years active Increase in Grants in Mental Health Field.—A 
duty, and Capt. Jesse G. Wright, after more than marked increase in grants to increase the supply of 
30 years active duty. workers in the mental health field has been re- 

The following medical corps officers were placed ported by Dr. Robert Felix, director, National In- 
on the retired list on Oct. 1, by reasons of reaching stitutes of Mental Health. Grants to date in this 
the statutory age of retirement: Capt. Wilbur E. fiscal year total over 16 million dollars. Grants have 
Kellum, after more than 30 years active service, been made for the first time to support training of 
and Capt. Carl H. McMillan, after completing more —_ Tesearch-oriented psychologists at the doctoral 
than 30 years active service. (Captain Kellum was level. Training emphasis will be on child develop- 
advanced on the retired list to the rank of Com- ment as well as physiological and social develop- 
modore. ment in the human personality. 

The following medical corps officer was placed Under continuing programs to support training 
on the temporary disability retired list of the for mental health clinical specialists, 53 new grants 
Navy on Oct. 1: Capt. Harold G. Young, after more Were awarded this year. A total of 2,385 persons 
than 31 years active service. (Captain Young will be are now receiving training under these programs. 
advanced on the retired list to the rank of Rear They are being trained as psychiatrists, psycholo- 

gists, social workers, psychiatric nurses, and public 
health nurses. Twelve new grants totalling $134,366 
at Portsmouth, Va.—A cere- 
Oct. 17, at the laying of the cor- 
8 new 15-story naval hospital being 
ortsmouth, Va. The hospital, which This 
be completed in December, 1959, years 
, with supporting services capa- cal s 
ting a 700-bed extension. This tnt 
the medical su for military awar 
their authorized mea soc in the the summer of 1957, 
th-Hampton Roads area of Tide- offer a $600 stipend to 
other things it will have such curricular clinical or 
radio-electronic paging for doctors 
for closed circuit television in surgi- Increased Stipends for Fellowships.—An increase in 
history of the Portsmouth Hospital stipend rates for research fellowships has been an- 
1830 when it was built. Today, the nounced by the National Science Foundation and 
ees of the hospital total about the U.S. Public Health Service. The increased 
new hospital will be one of the stipends, now available for future fellowships, put 
of architecture in the cou into effect the recommendations of senior scientists 
during the cornerstone la in training centers throughout the nation, said Dr. 
on. Porter Hardy Jr., U. Alan T. Waterman, director of the National Science 
the Second District of t Foundation, and Dr. Leroy E. Burney, surgeon gen- 
eral of the Public Health Service. 
The stipends from both agencies at the predoc- 
VETERANS ADMINISTRATION toral level will be increased by $200. This will raise 
, $2,000 for the 
terminal year. 
to per- 
stipends for 
level will be 


Alter, Samuel, Philadelphia; Medical Col- 

lege of Philadelphia, 1925; an associate member of 

the American Medical Association; member of the 
World War II; died in the Veterans Administration 
Hospital Sept. 23, aged 59. 
Brunswick, N. J.; born in 
Va., March 14, 1871; University of 
ern School of Medicine, Charlottesville, 1896; 
an associate member of the American Medical As- 
sociation, serving as a member of the House of 
Delegates in 1916 and chairman of the Section on 
Pharmacology and Therapeutics in 1913-1914; in 
1914 elected a member of the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion; a past-president of the American Association 
of Pathologists and Bacteriologists and the Amer- 
ican Public Health Association; past-vice-president 
of the Society for Experimental Pathology; in 1938- 
1939 president of the American Drug Manufactur- 
ers Association; member of the Association of 
American Physicians; member of the U. S. Pharma- 
copoeia conventions, served twice as vice-president, 
and also as a member of the Revision Committee; 
assisted the committee with the last three revisions 
of the U. S. Pharmacopoeia; entered the U. S. 
Marine Hospital Service as assistant surgeon in 
tion of immigrants; was detailed as sanitary ob- 
server in Liverpool, England, and 
Glasgow, Scotland; then became sanitary attache 
to United States consulates in Barcelona, oom 
Marseilles, France, Vienna, Austria, London and 
Liverpool, England; in 1901, became affiliated with 
the Hygienic Laboratory, U. S. Public Health Serv- 
ice, becoming its director in 1909, and served until 
1915; resigned to become director of the Research 
and Biological Laboratories of E. R. Squibb & Sons, 
becoming a member of the board of directors in 
1917 and vice-president in 1919, holding these posi- 
tions until his retirement in 1946; in 1956, made a 
gift to his alma mater to establish a lectureship to 
be known as the John F. Anderson Memorial Lec- 
tures in Medicine; author of many published papers 
on phases of public health; served as director of the 
Greater New Brunswick Chamber of Commerce 
and vice-president of the New Brunswick Savings 
Institution; died in St. Peter's General Hospital 
Sept. 29, aged 87, of heart disease. 
Boone, Henry H. @ Chicago; Medical 


Chicago 
School, 1919; died Sept. 30, aged 74, of chronic 
myocarditis and arteriosclerosis. 


@ Indicates Member of the American Medical Association. 


Naval Aviation Forces in Italy; in 1919 became 
executive officer of the Naval Hospital at Brest, 
France; in 1920 served as an instructor at the Naval 
Medical School, Washington, D. C.; left for Tur- 
key in 1923 to serve on the staff of the U. S. High 
Commissioner there; became head of the bwscen 


of medicine and surgery’s planning division in 1 
was commanding officer of the Naval Hospi 
Brooklyn, of the Naval Medical School and the 
National Naval Medical Center, Bethesda, Md., 
where he served until retired in July, 1944; was 
awarded various medals; service member of the 
American Medical Association; fellow of the Amer- 


chairman of the Holt County American Red Cross; 
on the staff of St. Anthony Hospital, where he died 
Sept. 4, aged 82, of dilatation of the heart. 


Cattermole, George Stephenson “© Denver; Univer- 
sity of Colorado School of Medicine, Denver, 1926; 
a member of the staff of St. Luke’s Hospital; died 
Sept. 8, aged 58, of coronary artery disease. 


Chobot, Robert ® New York City; Columbia Uni- 


American Academy of Allergy; fellow of the Amer- 
ican College of Physicians; past-president of the 
Society for the Study of Asthma and Allied Con- 
ditions; on the staffs of the University and Roosevelt 
hospitals; died in London, England, Sept. 26, aged 
57, of coronary thrombosis. 
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Bunker, Charles Waite Orville ® Rear Admiral, 
U. S. Navy, retired, Bethesda, Md.; born in Viroqua, 
Iowa in 1882; Cornell University Medical College, 
New York City, 1905; appointed assistant surgeon 
in the medical corps of the Navy Sept. 21, 1907, 
attained the grade of Rear Admiral, June 23, 1942; 
served in 1914 with the Fleet Marine Force during 
the Mexican Campaign, and during World War I 
with the Atlantic Transport Service, and the U. S. 
ican College of Surgeons; died Sept. 17, aged 76, 
of arteriosclerotic heart disease, myxedema, and 
cirrhosis of the liver. 
Carter, Lew Arthur, O'Neill, Neb.; Kansas City 
(Mo.) Hahnemann Medical College, 1908; past- 
president of the Holt County Medical Society; 
past-president of the board of education; served 
as an examining surgeon for the U. S. Bureau of 
Pensions; formerly city physician and member of 
the board of insanity of Holt County; served as 
versity College of Physicians and Surgeons, New 
York City, 1924; associate clinical professor of pedi- 
atrics at the New York University Post-Graduate 
Medical School; specialist certified by the Amer- 
ican Board of Internal Medicine; member of the 


mann Medical and Hospital of Philadel- 
ia, 1934; on the staffs of the Mercy and Grant 

; died Sept. 22, aged 50, of acute coronary 
Collins, Joseph Kennard @ Falmouth, Mass.; Bos- 
ton University School of Medicine, 1952; certified 
by the National Board of Medical Examiners; mem- 
ber of General ; 


served a residency at the Taunton (Mass.) State 
Hospital; died in the Peter Bent Brigham Hospital, 
Boston, Sept. 7, aged 37. 

Combs, Victor Ray, Col- 
lege of Medicine, Louisville, 1905; veteran of World 
War I; died in the Veterans Administration Hos- 
pital Aug. 29, aged 80. 


ronto, Ont., Canada, 1916; L.R.C.P., of London, 
and M.R.C.S., of England, 1930; specialist certified 


S. 
Naval Hospital, San Diego, Sept. 13, aged 80, of 


i 


pel 
: 
if 


65, of injuries received in an automobile accident 
Sept. 19. 


member of the original staff of St. Mary's Hospital: 
died in the Waterbury Hospital Sept. 16, aged 74. 
Haines, Willits Parker, Ocean City, N. J.; Jefferson 
Medical College of Philadelphia, 1897; past-presi- 
County; 


retired Sept. 30, 1933; died in the Walter Reed 
Army Hospital Sept. 2, aged 84. 


, Stephen F., Ashland City, Tenn.; Univer- 
sity of Nashville Medical Department, 1910; died 
in the Baptist Hospital, Nashville, Sept. 19, aged 
73, of myocardial infarction. 


Holland, Robert E. Lee, Dallas, Texas; University 
of Vermont College of Medicine, Burlington, 1895; 
at one time associated with the Deaf, Dumb and 
Blind Institute for Colored Youths of Texas; died 


Sept. 9, aged 93. 


— 
tion of Military Surgeons of the United States; on 
the staffs of the Mount Carmel Mercy Hospital and 
71, of pul thrombosis. 
Flynn, Edward Anthony @ Belleville, N. J.; Uni- 
Cornell. B t Sandfi ; versity of Vermont College of Medicine, Burling- 
University of Toronto Faculty ye ee ton, 1915; veteran of World War I; associated with 
St. Vincent’s Hospital, where he was past-president 
by the American Board of Internal Medicine; for- clair; affiliated with Presbyterian Hospital in 
merly practiced in Fort Wayne, Ind., where he was Newark and St. Mary's Hospital in Passaic; chief 
on the staff of the Fort Wayne State School and of gastroenterology on the staff of St. Michael's 
member of staff of the Lutheran Hospital; editor be tied Sent 
. eases; died in the Huntington County Hospital 
8 Sept. 16, aged 66, of coronary occlusion. 
| Gancher, Jacob Isaac ® Waterbury, Conn.; Long 
Denman, Morris Aquila ® Livingston Manor, N. Y.; Island College Hospital, Brooklyn, 1906; member 
Northwestern University Medical School, Chicago, ; ; 
1932; certified by the National Board of Medical 
Examiners; served as president-elect of the Sullivan 
County Medical Society; associated with Liberty- 
Loomis and Liberty Maimonides hospitals in Lib- 
erty; formerly Rockland town health officer; school 
physician; died Sept. 5, aged 54, of coronary throm- 
bosis. served as acting assistant surgeon in the U. S. Pub- 
‘ : — lic Health Service; a member of the honorary staff 
Dungay, Neil Stanley, Northfield, Minn.; University at Shore Memorial Hospital, Somers Point; died 
of Minnesota Medical School, Minneapolis, 1925; Sept. 11, aged 85 
an associate member of the American Medical As- oven ; 
sociation; fellow of the American Public Health Hall, James Frank ® Colonel, U. S. Army, retired, 
Association; for many years associated with the Washington, D. C.; Harvard Medical School, Bos- 
faculty of Carleton College; served on the staff of ton, 1899; service member of the American Medical 
the Northfield City Hospital, where he died Sept. Association; fellow of the American College of 
19, aged 75, of cerebral hemorrhage. Surgeons; entered the regular Army in 190] and 
versity of lowa College of Homeopathic Medicine, 
lowa City, 1900; veteran of World War I; formerly ee 
cancer. 
Estabrook, Bert U. @ Detroit; Detroit College of 
Medicine, 1903; deputy health commissioner for 25 
years, retiring in 1947; at one time on the faculty 
of his alma mater; died in the Harper Hospital 
Sept. 15, aged 78. a 


za 
+2 


5 


of the Hillcrest Memorial and 

died Sept. 1, aged 92. 

Kleiner, Blanche F. ® Philadelphia; Imperial Uni- 
versity of St. Petersburg, Russia, 1919; died in the 
Lankenau Hospital Sept. 18, aged 69. 

Kusnitz, Morris Jr. @ Alamo, Ga.; Emory University 
School of Medicine, Atlanta, 1936; died in the 
Macon (Ga.) Hospital Sept. 7, aged 51, of cerebral 
hemorrhage. 


Loeb, Herbert ® North Attleboro, Mass.; Julius- 
Maximilians—Universitat Medizinische Fakultit, 
Wurzburg, Bavaria, Germany, 1931; on the staff of 
the Sturdy Memorial Hospital in Attleboro; died 
Aug. 12, aged 56, of coronary thrombosis. 


McMahon, Ralph James @ Binghamton, N. Y.; Uni- 
versity of Buffalo School of Medicine, 1921; spe- 


Medicine; fellow of the American College of Phy- 
sicians; president of the Broome County Medical 
Society; past-president of the Binghamton Academy 
of Medicine; on the staffs of the Ideal Hospital in 
Endicott and Binghamton and Our Lady of Lourdes 
Memorial hospitals; died Sept. 10, aged 60, of 
coronary thrombosis. 


Meddis, Victor Newcomb @ Colonel, U. S. Army, 
retired, San Antonio, Texas; Hospital College of 
Medicine, Louisville, 1902; service member of the 
American Medical Association; fellow of the Amer- 
ican College of Surgeons; entered the medical corps 
of the U. S. Army in 1920; retired July 31, 1948; 
died in the Brooke Army Hospital Aug. 31, aged 79, 
of cancer of the pancreas. 

Munson, Alban Elliott, Nyack, N. Y.; University 
and Bellevue Hospital Medical College, New York 
City, 1899; an associate member of the American 


Nixon, Edwin Allen @ Seattle; State University of 
lowa of Medicine, lowa City, 1928; spe- 
cialist by the American Board of Surgery; 
fellow of the American College of Surgeons; past- 
president of the Seattle Surgical Society; on the 
staffs of the Columbus, Doctors, Swedish, and 
Providence hospitals; died Sept. 6, aged 61. 

O'Connor, Clarence Joseph, New York City; Ford- 
ham University School of Medicine, New York 
City, 1921; also a lawyer; member of the Medical 


H 

TE 
Lh 


; 
> 


hemorrhage. 


which in 1953 gave him its meritorious award; past- 


president of the Chicago Surgical Society; in 1917 
organized U. S. Base Hospital 11 in France and 
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Hood, Arthur James @ Elko, Nevada; University of Medical Association; surgeon, New York Central 
Michigan Department of Medicine and Surgery, Railroad; for many years on the staff of the Union 
Ann Arbor, 1903; past-president of the Elko County Hospital in New York City, where he was trustee; 
Medical Society; on the staff of the Elko General died in the Cottage Hospital, Santa Barbara, Calif., 
Hospital; died Sept. 19, aged 78, of chronic renal Sept. 22, aged 84, of cerebral hemorrhage. 
failure. 
Jackson, Albert F., Nutley, N. J.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
ine; 
aq i- 
, of 
vid Mortimer @ Los Angeles; born in 
Wilna, Russia, Sept. 15, 1877; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 1 
of the University of Illinois, 1908; associate profes- 
sor of psychiatry emeritus at his alma mater; spe- V. 
cialist certified by the American Board of Psy- 
chiatry and Neurology; member of the American 
Academy of Neurology, Scientific Reserve Society 
of America, and Sigma Xi; fellow of the American 
Psychiatric Association; veteran of World War I; 
attending psychiatrist at the Cedars of Lebanon 
Hospital; at one time practiced in Chicago; served 
as director of the Los Angeles Neurological Insti- 
tate. 
cialist certified by the American Board of Internal Owens, Frank Joseph, St. Paul; University of 
Minnesota Medical School, Minneapolis, 1955; 
served an internship at the Ancker Hospital in St. 
Paul and a residency at the University of Minne- 
sota Hospital and Veterans Administration Hos- 
pital in Minneapolis; died Sept. 4, aged 28. 
Percy, Nelson Mortimer ® Chicago; born in Dex- 
ter, lowa, Nov. 7, 1875; Rush Medical College, 
Chicago, 1899; professor of clinical surgery at the 
University of Illinois College of Medicine from 
1920 to 1940, when he was named professor emeri- 
tus; member of the founders group of the American 
Board of Surgery, and of the American Surgical 
Association and the International Society of Sur- 
geons; fellow of the American College of Surgeons; 
past-president of the American Goiter Association 


Vol. 168, No. 12 
served as its surgical director; a life member of the 
Chicago Historical Society, Art Institute, and the 
Natural Historical Society; joint author with Dr. 
Albert J. Ochsner of “Clinical Surgery” published 
in four editions, the first in 1912; developed the 
Percy method of whole blood transfusion; in 1951 
the Nelson M. Percy Research Foundation was or- 
ganized at the Augustana Hospital, where he be- 
chief of staff in 1935, 


College, Texarkana, Ark., 1906; for 10 
years mayor; for many years on the staff of the 
Cushing Municipal (Okla.) Hospital, where he died 
Sept. ll, a 89, of intestinal obstruction. 
Quaife, Lawrence Albert, Rosalia, Wash.; State 


University of lowa College of Medicine, Iowa City, 
medical director for 


Ross, Rex Roy ® San Antonio, Texas; born in New- 
ton, Mass., in 1888; Medical Department of Tulane 
University of Louisiana, New Orleans, 1912; veteran 


he died Sept. 1, aged 77, of pneumonia, and 
myocarditis. 


Seligman, Hans % Groton, N. Y.; Universitit Bern 
Medizinische Fakultat, Switzerland, 1937; 


Reserve during World War II; on the staffs of the 
Lancaster General and St. Joseph's hospitals in 
Lancaster, Pa.; since 1954 employed by the depart- 
ment of health in Washington, D. C.; died . 8, 
aged 50, of an overdose of barbiturates, self 


of 
John William & Point, N. C.; University 
College of Medicine, Richmond, 1900; member of 
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Rodenheiser, Edwin William, Upper Darby, Pa.; 
Washington University School of Medicine, St. 
Louis, 1913; specialist certified by the American 
Board of Pediatrics; an associate member of the 
American Medical Association; member of the 
American Academy of Pediatrics; fellow of the 
American College of Physicians; for many years on 
the staff of the Delaware County Hospital in Drexel 
Hill; consultant pediatrician at the Misericordia 
became emeritus chief Hospital in Philadelphia, Thomas M. Fitzgerald 
of staff, and where he died Oct. 10, aged 82, of Mercy Hospital in Darby, and Chester (Pa.) Hos- 
congestive heart disease. pital; on the courtesy staff, the Bryn Mawr (Pa.) 
Phillipsen, John Albert ® Wellington, Kan.; North- __ Hospital, where he died Sept. 24, aged 67, of hyper- 
lege, St. Joseph, Mo., 1894; tensive cardiovascular disease. 
nty coroner; on the staffs of the Scott, William Wylie ® Orlando, Fla.; Medical De- 
ke’s hospitals; died June 28, partment of Grant University, Chattanooga, Tenn., 
1907; University of Worster Medical Department, 
Oilton, Okla.; Gate City Cleveland, 1909; formerly practiced in Canton, 
Ohio; member of the Ohio State Medical Associa- 
tion; past-president of the Canton Academy of 
Medicine and past-treasurer of the Stark County 
(Ohio) Medical Society; died Sept. 7, aged 77, of 
cerebral vascular accidents. 
and Milwaukee Railroad; died in Spokane, Sept. school physician; on the staff of the Cortland (N. Y.) 
6, aged 79, of cerebral hemorrhage. Memorial Hospital; died Sept. 11, aged 46, of 
8 Rittenhouse, Jacob S., Lorane, Pa.; Hahnemann rheumatoid arthritis and duodenal ulcer. 
Medical College and Hospital of Philadelphia, Shemeley, William G. Jr., Darby, Pa.; Hahnemann 
1885; associated with the Community General Hos- Medical College and Hospital of Philadelphia, 
pital in Reading; died Sept. 4, aged 97, of arterio- 1910; veteran of World War |; an associate member 
sclerosis. of the American Medical Association; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; died in the Hahne- 
of World War I; specialist certified by the American ann Hospital, Philadelphia, Sept. 18, aged 70, of 
Board of Urology; member of the American Urolog- myocardial infarction. 
ical Association; fellow of the American College of Simmons, Harold Leonard Jr. @ New Bedford, 
Surgeons, past-president of the Bexar County Medi- Mass.; Boston University School of Medicine, 1944; 
cal Society; associated with the Woodmen of the —_—_ certified by the National Board of Medical Ex- 
World Memorial Hospital; consulting chief urologist aminers; interned at the Boston City Hospital; 
at the Robert B. Green Memorial Hospital; on the served a residency at the Cambridge City Hospital 
staffs of the Santa Rosa Hospital and the Nix Me- in Cambridge; served in the medical reserve corps 
morial Hospital, where he died Aug. 12, aged 70, of of the U. S. Army; died in the Massachusetts Gen- 
cerebral hemorrhage and arteriosclerosis. eral Hospital, Boston, Sept. 1, aged 43. 
Reeves, Alfred Edwin, North Platte, Neb.; Ens- Slack, Louise Wetherill, Silver Spring, Md.; Wom- 
worth Medical College, St. Joseph, Mo., 1904; an an’s Medical College of Pennsylvania, Philadelphia, 
associate member of the American Medical Asso- 1937; served in the medical corps of the U. S. Naval 
ciation; veteran of World War I; on the staffs of 
Memorial Hospital and St. Mary Hospital, where 
Rinker, George Earnest ® Oto, Iowa; Sioux City 
(Iowa) College of Medicine, 1903; served as mayor, 
member of the town council, and president of the 
board of education; died in Sioux City Sept. 16, 
aged 81. the board of county commissioners for Stokes 


‘ 


‘ 


for 15 years chairman of the Wyoming division of 
the American Cancer Society; past-president and 
for many years a member of the board of health; 
in 1910 city treasurer; for many years on the Rocky 
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Mountain Medical Conference Committee; in 1954 
established the Earl and Bessie Whedon Cancer 
Detection Fountain Center; served as W 

editor of the Rocky Mountain Medical Journal; as- 


Colorado Springs; 
War I; died in the Sid Peterson Memorial Hospital 
Sept. 9, aged 87. 
Williams, Charles Leroy, McMinnville, Ore.; Uni- 
versity of Louisville (Ky.) Medical Department, 


McMinnville H where he died Sept. 8, aged 
of pneumonia. 
Williams, Hiram, N. J.; New York Uni- 


ical Association; died in the Christian Sanatorium, 
Wyckoff, Sept. 4, aged 89, of cerebral thrombosis. 


Buffalo School of Medicine, 1893; an associate 


still living at Carrollton, Ill, and he was named by 
the Illinois State Medical Society in May as “Gen- 
eral Practitioner for 1958.” The source of our infor- 
mation was the News Letter of the American So- 


ciety of Anesthesiologists for September. 
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County from 1918 to 1922; on the staff of the High 
Point Memorial Hospital; died Sept. 12, aged 81, 
of coronary disease. 
Steves, Bert Jerome @ Menomonie, Wis.; Chicago 
H thic Medical College, 1903; Nort! Hospital, where 
University Medical School, Chicago, 1908; died in a 
Fort Dodge, Iowa, Sept. 8, aged 84. White, John Edward, Kerrville, Texas; Cleveland 
Lyle Adie Albany, N.Y; Albany Med. Medea! College, Homeopathic, for man 
ical College, 1921; associate clinical professor of formerly medical director of the Nordrach Ranch 
gynecology and obstetrics at his alma mater; spe- M 
cialist certified by the American Board of Obstet- 
rics and Gynecology; fellow of the American Col- 
lege of Surgeons; veteran of World War I; chief 
of gynecology, Child’s Hospital; on the attending 
staff at Memorial Hospital; consulting gynecologist 
nty, Catskill, 
, where he died 
versity Medical College, New York City, 1896; for 
many years practiced in Passaic, where he was a 
member of the board of education; for more than 
40 years examining physician for Prudential Life 
Insurance Company; for many years chief surgeon 
at Passaic General Hospital; at one time city health 
officer; an associate member of the American Med- 
Hospital in Ancon, C. Z., where he served a resi- 1 
dene: received the degre of master of pubic v. 
health from Harvard School of Public Health in 
Boston: Williams, Stuart Dudley ® Richmond, Va.; Medical 
Sept. ©, ages of acute College of Virginia, Richmond, 1917; service mem- 
ber of the American Medical Association; veteran 
Tetrault, Philias Eugene, Putnam, Conn.; Middle- of World War I; associated with the Veterans Ad- 
sex College of Medicine and Surgery, Cambridge, ministration Hospital; died Sept. 13, aged 65, of 
1920; veteran War a member acute coronary insufficiency. 
Woodstock died Sept. Willson, William Herbert Greenfield, Ohio; 
Medical College of Ohio, Cincinnati, 1897; veteran 
Thomason, Charles Franklin, Whites Creek, Tenn.; of the Spanish-American War; served as a mem- 
Vanderbilt University School of Medicine, Nash- ber of the county board of health; associated with 
ville, 1914; veteran of World War I; died Sept. 7, the Greenfield Municipal Hospital, where he died 
aged 73, of arteriosclerosis. Sept. 7, aged 84, of cerebral hemorrhage and in- 
Warren, Robert Franklin, Prospect Hill, N. C.; juries received in an automobile accident. 
Atlanta School of Medicine, 1911; member of the inchell. Geor ait 
died in the North Carolina Memorial Hospital, of the Americon Medical Acsocietion: for 
—— Sept. 11, aged 74, of carcinoma of many years county coroner; died Sept. 22, aged 96, 
of coronary thrombosis. 
Whedon, Edwin ® Sheridan, Wyo.; born in 
Hudson, Ohio, April 29, 1872; Gross Medical Col. CORRECTION 
lege, Denver, 1902; past-president of the Wyoming Dr. Arthur Kirby Baldwin Is Not Dead.—Tue Jovur- 
State Medical Society of which he was secretary NAL for Nov. 1, page 1250, erroneously reported the 
for 18 years; member of the House of Delegates of death of Dr. Arthur Kirby Baldwin. Dr. Baldwin is 
the American Medical Association in 1922 and 1930; ee 


3 


setup at the annual 
Health Association (Canad. J. Pub. Health 49:317, 


ers reporting to the provincial legislature through 
the Minister of Health or some other responsible 


i 


section had been set up to serve both health insur- 
ance and health grants and thus avoid duplication. 
The consultant services at Ottawa in various fields 
of public health, such as nutrition or child and 
maternal health, will be available for consultation 
in health insurance matters. As an illustration of the 
need for coordinated and continued health care, 
Charron cited care of children. The hospital 


ment 

ment of services under the insurance plan 

help to close the traditional gap existing between 
preventive and therapeutic medicine. Development 
of outpatient diagnostic services would also require 
consultation between public health workers and 
hospital laboratory workers to avoid duplication 
and maintain high standards. Similarly, bilita- 
tion and home care services would require constant 
cooperation. 


Brachial and Blood Pressure.—At the Uni- 
versity of Manitoba, Gaskell and Krisman (Canad. 


a pneumatic cuff around the finger base is deflated 
The first sound heard appears to be as reliable an 
index of systolic pressure as any other. By using 
this technique in combination with the usual one, 
the authors were able to study the brachial to digi- 
tal systolic and diastolic pressure gradients in nor- 
mal subjects and hypertensive patients under vari- 
ous conditions. This gradient is small when the sub- 
ject is cool but much increased when he is heated. 


The gradient in essential hypertension was similar 
to the normal gradient for diastolic pressures but 


countries and other areas. In 192] the maternal 
rate in Ontario was 5.22 per 1,000 live 
births. By 1931 it was still unchanged, but in 1938 
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effective regulations for the import of disks, noting Charron referred to the integration and coordina- 

that the authorities in the United States are also tion of preventive and curative medical activities 

considering this problem. within the hospital insurance and diagnostic serv- 
ices program. The fact that the Minister of Nation- 

Tetanus Toxoid.—The Academy of Medicine, Lon- 

don, Ontario, has had a committee studying the 

uestion of extensive tetanus immunization among area where 

dhe for some time end hes health grants to provinces. A joint administrative 

a report on its findings (Canad. M. A. J. 79:410, 

1958 ). It urges every physician to use his opportun- 

ities to increase the number of persons in the 

community immunized with tetanus toxoid and em- 

phasizes once more that a full course of toxoid im- 

munization must include four primary immunizing 

doses of which the recall dose 6 to 12 months after 

the first series is one. Booster doses every five years 

are recommended. Antitoxin must also be used wou ve to work in conjunction with community 

when indicated. Local groups are encouraged to public health services to assure continuity of treat- 

participate in a research plan to obtain accurate in- 

formation about the incidence of allergic reactions 

to tetanus antitoxin in previousy immunized per- 

sons and others. Attempts will be made to promote 

mass immunization by the press, television, and 

other media and by encouraging immunization of 

students. The emergency departments of hospitals 

should give toxoid to patients if possible (but not 

in the same syringe as antitoxin ). The provincial de- 19 

partments of health are requested to assume re- Vv 

sponsibility for an adequate recording system, z 

Insurance Plan and Public Health._Two medical J. Biochem. 36:883, 1958) developed an auscultatory 

administrators in the federal government discussed technique for measuring the digital blood pressure. 

the new hospital insurance and diagnostic services They use a stethoscope in which the diaphragm has 

which a finger is sealed. The technique is similar 

1958). Cameron discussed the general administra- to the usual one for measuring brachial blood pres- 

tive systems being developed to operate provincial sure, sounds being heard through the stethoscope as 

health insurance programs. There were some differ- 

ences among the provinces, some establishing their 

program within the provincial health department, 

while others had organized a special commission 

with a single commissioner or board of commission- 

minister. Almost all provincial health insurance 

plans had developed some form of rate board to re- 

view and approve hospital budgets and establish 

rates for services provided. Provinces will rept 

their expenditures under the program each month greater for systolic pressures. 

to the federal government, which will make month- 

ly payments to the province as an advance on mon- Maternal Mortality.—A recent report (Ontario De- 

ey due at the end of that year. A good program of partment of Health, Special Report no. 5) pre- 

research and statistics is being developed, and it is sented some data on trends in maternal mortality in 

hoped that soon each province will have a punch Ontario between 1921 and 1955. The trend in ma- 

card system for every hospital admission showing ternal mortality followed that displayed in other 

accounting data, diagnostic information, use of hos- 

pital services, and possibly basic social data on the 

patient. 


Operating Time. — R. Nissen (Deutsche med. 
childbirth in Ontario Wehnschr. 88:1765, 1958) related the historical de- 


ing deliberately sacrificed speed to the needs of 
statisticians of “lost years by careful tissue handling and hemostasis. Perhaps a 
taking an arbitrary upper limit of 50 years and cal- mistake was made in generalizing their teachings, 
culating how many years were lost to the popula- = = 44-4, in certain situations and for certain opera- 
tion by maternal deaths before this age. These cal- tions, such as those on the brain, were valid. Even 
culations show that between 1935 and 1955 the 

today there are far-reaching differences in opera- 
annual number of reproductive years lost was cut 4, between North America and Euro- 
by 80%. In other terms, a total of 4,900 years was To relate the progress in American 
saved for reproduction by the dramatic and sus- ee = heathen of Halsted’s prin- 
tained fall in mortality. In line with findings else- ts ain the 
where, the chief cause of fall in maternal mortality speed at all cost may result in dangerous neglect 
was the fall in incidence of infection. Infection has of careful handling. A number of tried and reliable 
been replaced by toxemia as the first ranking cause rules make it possible to hold the length of opera- 
yee death, though the rate for toxemia tion to a minimum. It is pointed out that advances 


in modern surgery make it necessary for young sur- 
Patients and Parking.—Parking in the downtown geons to be trained in both speed and dexterity. In 


} in most ably to the risks, e. g., operations in the elderly 
receive parkine tickets, but in future the police will Combined ine should 
be more lenient with them. The Board of Police be adjusted to the g J contain oh Geom 
Commissioners has approved the recommendation ped ngewe Pm tive field. 
that notes signed by physicians and dentists for — 
their patients who receive parking tickets will be the Tract.-H. W 
the Forms will have to be signed by the (Devise med. Wehnechr 61775 158) nid that 

tract he uses 
a catheter (18 to 25 F.) modified by the inclusion 


tionists will have no aut to sign the notes. I 
the courtesy is abused it will cease. of a lens system with an ocular, a source of light, 


Alcoholism.—The Ontario Alcoholism Research ‘ications for biliary endoscopy are the same as for 
Foundation reviewed once more the figures for al- common bile duct exploration. It is contraindicated 
cohol use and alcoholism in Ontario. The founda- in the presence of fresh signs of a preceding acute 


the Ontario population using alcohol increased from arranged in a network. The ampulla has a variable 
65 to 71% and the average per capita consumption Once the tip of the endoscope has gone 
from 1.28 to 1.69 gallons. In this period, consump- past it, the duodenum becomes visible 

tion of wine slightly decreased while consumption Small, movable gallstones often cause inflamma- 
of beer and of spirits increased. The rate of alcohol- tory changes in the mucosa. The re- 
ism for Ontario was slightly above average for Can- moval of concretions, of obstructing 
ada, lower than that for British Columbia, slightly stones in the ampulla or clumps of 
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it began to diminish sharply. By 1941 it had fallen GERMANY 
to 3.03 and continued to fall 
0.54. The current hazard of 
is therefore only one-tenth 
1938. Infant mortality showed a similar though not of operation ae ome Thus. in the pre- 
so sharp decline. These curves were accompanied ti vi periods 
by a fall in the actual live birth rate up to the time * mag 
of World War II with a sharp rise afterwards to a 
figure just above that for 1921. An interesting fea- asepsis, however, the discussion of the speed te 
erating has not ceased. Kocher, Halsted, and C 

tion now estimates that, in the decade from 1946 to pancreatic necrosis. Visible gallstones are removed . 
1955. the number of alcoholics increased from first. The endoscope is then introduced first towards 
31,820 to 63,070, a jump of 98.2%. Even allowing the duodenum, then towards the liver under con- 
for population growth in the age groups affected, stant flushing with warm isotonic sodium chloride 
this represents an increase in the adult rate of 65.2%. solution. In end-on vision the common bile duct ap- 
In terms of the estimated number of actual users of pears as a cylindrical tube which, funnel-like, nar- 
alcoholic beverages, it represents an increase of rows towards the ampulla of Vater. The mucosa 
55.2%. During the survey period, the percentage of has an orange cast and contains small, red vessels 
lower than that of Quebec, and much lower than be accomplished under direct vision through the 
that of the United States. endoscope. Endoscopy is useful in the differen- 


gree 
The author performed endoscopy during laparot- 
omy in 151 patients with suspected disease of the 
biliary tract. Gallstones were seen in 94 (of which 
26 had stones in the hepatic duct ). Cholangitis was 
found in 73 patients and dilatation of the biliary 
tract without mechanical obstruction was seen in 45. 
Stenosis of the ampulla was noted in only four pa- 
tients. Endoscopy does not exclude cholangiog- 
raphy. These procedures are complementary. If 
good preoperative cholecystograms are available, 
is preferred to cholangiography at the 
time of operation. 
INDIA 
New and Dhupar (J. Indian 


Amebicide.—Sachdev 
M. A. 31:5 [Sept. 1] 1958) treated 27 patients who 
had amebiasis with a new drug (11,925). Patients 
with active diarrhea whose stools contained End- 
ameba histolytica in the form of trophozoites or 
cysts were selected for the trial. Most of them were 
si examination. The 


examination, and si 


from 2 to 21 years. All gave a history of fever sug- 
gestive of malaria, in the beginning. The persons 
with advanced cases were malnourished and 
cachectic; 114 had fever while in the hospital. The 
splenic enlargement varied between 3.5 and 10 in. 
below the costal margin. It was aggravated during 
febrile attacks and receded a little after the attack. 
The spleen was firm, smooth, painless, and mobile 
The liver was enlarged to a variable extent in most 
patients, the left lobe usually being larger than the 
right. It was soft and smooth except in advanced 
cases when it was hard and irregular. Five with 
advanced splenomegaly had jaundice, and 7 gave a 


ratio with increased thymol turbidity. 

Examination of the spleen, removed at operation 
or postmortem, showed that the normal appearance 
was lost. There was proliferation of the reticulo- 
endothelial cells and giant cells and evidence of 
fibrosis. There was no evidence of malarial pigment. 
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tial diagnosis of diseases of the biliary tract. The Postmalarial Splenomegaly.—R. N. Chaudhari ( Bull. 
ostia of the right and left hepatic ducts are oval. Calcutta School Trop. Med. 6:1 [Jan.] 1958) re- 
If these ducts are dilated, it is often possible to look ported a series of 154 patients with postmalarial 
far into both lobes. Stones in a hepatic duct are splenomegaly. These formed part of a group of 203 
clearly visible through the endoscope. This method patients who were investigated to find the cause of 
provided a means of determining whether all con- their tropical splenomegaly. Besides postmalarial 
splenomegaly, they included 22 with cirrhosis of 
the liver, 11 with posthepatic splenomegaly, 7 with 
thalassemia, 6 with extrahepatic portal obstruction, 
and 3 with metabolic disorders. Almost all those 
with postmalarial splenomegaly came from rural 
areas, most being young adults; 128 were male and 
the rest female. They belonged to the poorer classes, 
being chiefly farmers or laborers. The onset was 
insidious, and the duration of enlargement varied 
Vv. 
history of hematemesis or melena; 18 had ascites, 
3 of whom had tuberculosis. The patients with ad- 
material swabbed during sigmoidoscopy was ex- vanced cases showed an altered albumin-globulin 
amined. The patients were given two 100-mg. tab- 
lets three times a day for 10 days. Stool examina- 
tion and sigmoidoscopy were done repeatedly after 
completion treatment for a period of six months. 
Symptomatic relief was obtained in all cases. The 
frequency of stools was reduced within 48 to 72 
hours, and the stools were well formed by about The liver showed a normal appearance in early 
the seventh day. From the 10th day on, the parasite cases and variable pathological changes in others 
could not be demonstrated in stools by microscopic which included focal necrosis, diffuse parenchymal 
Eee emoidoscopy revealed either degeneration, and fatty changes, while definite 
healed or healing ulcers. Of the 27 patients, 22 re- fibrotic changes were seen in terminal cases. Anemia 
mained asymptomatic on subsequent examinations. of the orthochromic and slightly macrocytic type 
The drug was well tolerated by all but one of the was seen in those with disease of long duration. 
patients. Leukopenia was commonly present and thrombo- 
cytopenia in a few with advanced splenomegaly. 
Intestinal Helminthic Infection.—Bhaduri and Arora Only two showed malarial parasites in the blood. 
( Bull. Calcutta School Trop. Med. 6:1 [Jan.] 1958) Splenoportal venography showed dilated and tor- 
studied the incidence of intestinal helminthic infec- tuous splenic and portal veins, while collateral 
tion in a mixed population of an industrial area. vessels were seen in very advanced cases. A barium 
Stools of 290 unselected men from a total of 5,000 meal showed esophageal varices in eight cases of 
workers were examined. Evidence of helminthic long duration. The diagnosis was based on the his- 
infection was obtained in 114, or 39.3% Hookworms tory of residence in a rural area where malaria was 
infection was obtained in 114, or 39.3%. Hookworms hyperendemic, repeated attacks of malaria which 
worms in 20; the rest had pinworms, Strongyloides, were untreated or irregularly treated, progressive 
Hymenolopis nana, and Heterodera. Thus the hook- enlargement of the spleen more marked during the 
worm rate was 23.1%, and the roundworm rate attacks and receding slightly after them, absence of 
was 5.5%. jaundice or gastrointestinal bleeding except in 


in the size of the spleen, and others remained 
same or became worse. 

terminal stage died, and the rest had recurrent 
attacks of hematemesis. Of the 17 who were oper- 


i 


= 


recurrent febrile attacks. With the con- 
, the incidence of this condition was 


values for vital capacity, timed vital capacity 
(TVC), maximum breathing capacity, and maxi- 
mum expiratory pressure in 25 healthy men between 
the ages of 40 and 62 years. These values were 


seven grants to various institutions in India—more 
than to any other country. These grants include 
$58,000 to the Indian Council of Medical Research 
for postgraduate training fellowships for 

in Indian medical colleges to be spread over the 
next three years. A grant of $45,000 was made to 
the Institute of Child Health Trust in Calcutta to 
support teaching and research in pediatrics by the 
science departments and the further de- 


Prednisone for Tuberculosis.—P. K. Chatterjee and 
co-workers (J. Indian M. A. 31:6 [Sept. 16] 1958) 
gave prednisone to three men and one woman with 
tuberculosis who did not show radiologic improve- 
ment on specific chemotherapy alone. Two patients 
ving a rapidly pro- 


chronic nodular lesions and had relapsed three 
years after an apparently successful treatment with 
antituberculosis agents for one year. He did not 
respond to the combined therapy with prednisone 
and antituberculosis agents. None of the patients 
showed any side-effects with the small dosage used. 
The authors suggested that the anti-inflammatory 
action of corticosteroids may be of use in the treat- 
ment of actively ill tuberculous patients as they 


Vol. 168, No. 12 FOREIGN LETTERS 1681 
terminal cases, leukopenia, a variable degree of more reliable index of the ventilatory capacity of 
anemia, little or no pathological change in the liver, lungs, the study showed that pulmonary function in 
no radiological evidence of portal obstruction in Indians is not inferior to that of western subjects. 
early cases, and negative tests for leishmaniasis. 
Suppressive antimalarial therapy was found to be Research Grants.—The Rockefeller Foundation gave 
effective in early cases. Splenectomy was indicated 
in those with marked hypersplenism who did not 
respond to hematinics. The liver was not damaged, 
as revealed by a liver biopsy. Spontaneous and re- 
current attacks of malaria occurred in about 50% of 
the patients who survived after splenectomy. Sixty 
were followed up for two to four years. Of these, 
43 were treated medically and 17 were subjected to 
splenectomy. From the group not operated on, 22 
with early cases were cured after suppressive anti- 
malarial therapy for 6 to 12 months. Seven of the velopment of the institute's ’ tion 
14 with late cases showed a remarkable reduction granted $21,000 for the development of the hospital 
record system at the Medical Record Library of the 
Christian Medical College at Vellore, and $100,000 
was granted to the All-India Institute of Medical 
Sciences in New Delhi for teaching and research 
ated on, 3 died of the operation and 2 died later. equipment. Although its plant has not yet been 
Five could not be traced, and the rest complained completed, the institute has been conducting under- 
of progressive weakness and had irregular fever, graduate medical classes and a limited graduate 
and liver biopsy showed a much more advanced program in orthopedic surgery since 1956. In the 
involvement of this organ as compared to the pre- undergraduate program it stresses seminars and 
3 operative findings. Thus, malaria was the primary practical work by students as educational methods 
58 infection in these patients who developed reticulo- and emphasizes an integrated biochemical and 
endothelial hypertrophy and hypersplenism. To physiological approach to medicine. 
ascertain further the role of malaria in the causation 
of splenomegaly, a study was made to determine 
the effect of the control of malaria on the spleen 
rate in areas where malaria is known to be hyper- 
endemic. The authors had examined 71 patients six 
guulier. All but two showed improvement in 
gressive tuberculosis of the cervical axillary and 
mediastinal lymph nodes with a segmental lesion in 
the lung. The others suffered from advanced pulmo- 
nary tuberculosis. Chemotherapy was given in either 
of three combinations—dihydrostreptomycin and 
PAS, dihydrostreptomycin and isoniazid, or PAS 
and isoniazid. The dose of prednisone varied from 
1 to 2.5 mg. daily, given for a period of two and 
Pulmonary Function Tests.—H. D. Singh (J. Indian one-half to four months. The ages of the patients 
M. A. 31:5 [Sept] 1958) determined the normal varied between 19 and 31 years. Three of the pa- 
tients showed a marked improvement clinically and 
radiologically in the course of therapy with pred- 
nisone, and this improvement continued even after 
the hormone was stopped. The fourth patient had 
lower than those reported for men between the 
ages of 30 and 39. The vital capacity and one- 
second and two-second TVC values obtained here 
were again lower, and the maximum breathing 
capacity values were higher than the similar values 
obtained for an identical age group by western 
authors. This discrepancy between Indian and 
western subjects was observed in young adults as 
well. Since the maximum breathing capacity is a 


would control the toxicity and the rapid progress of 
the disease, if they are given in small doses and 
along with chemotherapeutic agents. 


Filariasis of Scrotum.—U.S. Arora and co-workers 
(Bull. Calcutta School Trop. Med. 6:1 [Jan.] 1958) 

of 18 patients with chronic 
filarial of the scrotum, their ages vary- 
ing between 18 and 58 years and the duration of the 
disease varying from 6 months to 10 years. The 
edema was soft and piting in 13 and hard and non- 
pitting in 5. A 70% iodopyracet solution was injected 
into the lymphatics after they were made prominent 


edema. They were dilated and larger than normal, 
the dilatation being most marked in the early cases. 
Those with advanced disease showed saccular dila- 


were poorly visualized. In the early cases, tortuosity 
icati were 


and inter of the vessels also 
evident. The lymphatics showed absence of valves 
ob- 


fries 


1 


by the end of September. Of those affected 80% 


J.A.MLA., Nev. 
ECHO viruses were found in a few stools. 
March of the next year 30% of the patients 
charged from the hospital after the illness 
some type of neurological residuals. The a 
observed such residuals in 109 survivors from a total 
of 231 patients who had encephalitis. Of the sur- 
vivors, 73 had been discharged as cured and 36 had 
residuals at the time of discharge. The highest in- 
cidence of residuals was in the age group 0 to 2 
years, the incidence diminishing with age. 

Of the 36 patients 4 died the follow-up 
period. Three of these had severe progressive 
paralysis agitans, and one had hemiplegia with re- 
currence of convulsions. Of the patients discharged 
with residuals, 15 were fully recovered within two 


and 14 had partially recovered. The types 


present in 12. Irritability, present in nine at the time 
of discharge, disappeared in all, but emotional dis- 
turbances were still present in two. Of the patients 
discharged originally as cured, six had some post- 
encephalitic sequelas. Lumbar p phalog 
raphy done in patients with residuals showed posi- 
tive evidence of cortical atrophy in 11. 
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by injection of patent blue-V subcutaneously and 
distal to the site of exploration. Roentgenograms 
were taken immediately and two, five, and eight [I | 
minutes after injection of the dye. The lymphatics —_— of neurological residuals observed included paraly- 
were well visualized in the 13 patients with soft sis agitans, upper motor neorone paralysis, facial 
palsy, mental defects, emotional disturbances, cer- 
ebellar dysfunction, choreoathetoid movements, 
generalized tonic spasms and rigidity, blindness, 
tation with sudden narrowing centrally, but in the irritability, crying attacks, petit mal, aphasia, and 
five late cases of indurated edema, the lymphatics neuritic pain. Upper motor neurone paralysis was 
seen in 13 and paralysis agitans in 12. Complete 
mental deterioration was present in four and irrita- 1S 
bility and emotional disturbances in nine. Patients Vv. 
with mental defects showed associated residuals 
struction was on one or both sides and at or near such as paralysis agitans, blindness, and upper mo- 
the inguinal lymph nodes. Thus, as the condition tor neurone paralysis. At the end of the follow-up 
progressed, an initial dilatation of the lymphatics period, 14 of the 29 patients still had some neuro- 
occasioned by i = = logical defects. None of the extrapyramidal type of 
residuals persisted, these patients either dying or 
recovering fully. In 7 of the 13 with upper motor 
pa neurone involvement, paralysis persisted, but the 
commonest residual noted was mental retardation, 
| 
India in the summer of 1954, declining gradually 
were under the age of 5 years. Mortality was high, UNITED KINGDOM 
50% of the deaths occurring within 48 hours of the Physical Activity, Fat Intake, and Blood Coagula- 
onset. Routine laboratory investigations showed no _—tion.—McDonald and Fullerton (Lancet 2:600, 
specific abnormality, while the spinal fluid showed 1958) showed that the coagulability of blood, 
an increase in proteins and cells in some of the measured by the recalcified plasma clotting time 
patients but no organisms. Postmortem examination (R. C. P.), increases after the ingestion of animal 
showed evidence of early viral involvement, but fat in the form of bacon, butter, and eggs and also 
virological studies on the paired serums, stool speci- after the ingestion of such vegetable fat as marga- 
mens, and autopsy material did not provide any rine. The increasing mortality from coronary artery 
clue. Evidence of antibodies against B3 Coxackie disease has followed changes in vegetable fat in- 
virus was found in six serum specimens while take more closely than the alteration in animal fat 


and one-half hours after the meal was 23.8 seconds. 
After the six-mile walk the corresponding figure 
was 7.3 seconds. In another test the authors found 
that animal and vegetable fats in equal amounts 


leading to atheroma, it follows that any 
which over long periods, and which can 
be shown to shorten the R. C. P., is likely to be 


as minamata disease, was described by McAlpine 
and Araki (Lancet 2:629, 1958). The disease takes 
its name from a small industrial town near the 
southwest coast of Kyushu, Japan. The effluent 
from a large artificial fertilizer factory empties into 
Minamata Bay. A mysterious nervous illness re- 
cently began to affect villagers near the bay, as- 


It was established that eating fish was associated 


certain metals, particularly thallium. It is conceiva- 
ble that this is in the factory effluent, which is still 
being examined. 


Acute Respiratory Disease in the Royal Air Force.— 
Acute respiratory disease in military personnel is 
a serious problem, since not only is time lost in 
training, but a substantial number are invalided 
with serious lung damage. Respiratory infections 
are serious in air crew because of the effect on the 
middle ear at high altitudes. McDonald and co- 
workers showed that in the Royal Air Force the 
incidence of acute respiratory infection is highest 
in the recruit units (Brit. M. J. 2:721, 1958). The 
major cause of invaliding in the R. A. F. for respira- 


of the patients admited. Adenovirus infection prob- 
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consumption. The authors also considered that the from the fertilizer factory. No fresh case has been 
increased mortality from coronary disease runs reported since fishing in the bay was banned. The 
parallel with the general decline in physical exer- onset of numbness in the limbs and around the 
cise, which has taken place owing to the increase mouth of those affected suggested peripheral nerve 
in mechanization of industry and transportation. involvement. In a few patients the numbness be- 
Consideration of these facts led them to examine came generalized and was accompanied by sensory 
the effect of physical activity on the increase in ataxia. Cerebellar symptoms were conspicuous at 
blood coagulability which follows the ingestion of the onset, and pyramidal signs were sometimes ob- 
a fatty meal. served. Not infrequently there was deafness and 
After their R. C. P. time had been estimated, 16 disturbance of vision, with constriction of the visual 
healthy men were given a meal containing 85 Gm. fields. In the more seriously ill patients there were 
of animal fat and the estimation repeated after mental confusion, stupor, coma, convulsions, in- 
three and one-half hours, during which they were voluntary movements, and insomnia. In some the 
comparatively inactive. On another day the same presence of intellectual deterioration, mutism, epi- 
type of meal was taken, but the subjects walked lepsy of late onset, limb spasticity, and incontinence 
for six miles before the R. C. P. was estimated. suggested a form of progressive neuronal degenera- 
During the inactive period the mean difference tion. Some of the neurological features of Minamata 
between the fasting R. C. P. and that found three disease have been observed in toxic states due to 
produced about the same increase in blood coagula- 
bility. The hypothesis that the incidence of coronary 
disease is related to a low level of physical activity 
accords with these findings. If shortening of the 
8 R. C. P. can be regarded as indicating a greater 
tendency to fibrin formation in vivo, and if intra- 
vascular fibrin formation is the important factor 
causally related to the development of atheroma. 
Two such factors are a high fat intake and a low _tory disease is illness contracted at recruit camps. 
level of physical activity. Time spent at these stations represents at most 
8.3% of the total service, whereas about 67% of all 
Minamata Disease.—An unusual neurological dis- illness leading to this type of medical discharge is 
order caused by eating contaminated fish, known acquired during this period. The adenoviruses and 
influenza account for at least 50% of the illnesses 
during the severe and protracted winter epidemics 
in recruit stations. In nonrecruit units, as in the 
adult civilian population, the adenoviruses do not 
appear to be a frequent cause of illness. Although 
many outbreaks are due to influenza virus, the 
cause of a relatively high proportion of acute re- 
suming epidemic proportions within two years, and spiratory disease requiring hospitalization is un- 
causing death in more than a third of the victims known. Influenza A virus accounted for about 12% 
and serious disability in most of the survivors. ee 
Concurrently, a fatal illness affected domestic ani- ably spreads rapidly under the conditions in a re- 
mals, scavenging crows, and fish in a nearby bay. cruit camp, with its quick turnover of young men 
ee = drawn from all parts of the country. More than 50% 
with the occurrence of the disease and that fish of those invalided from the R. A. F. with a re- 
responsible for the outbreak were caught in Mina- spiratory disease, other than tuberculosis or cancer, 
mata Bay. Chemical analysis of silt from the bay were discharged as a result of an acute respiratory 
suggested that the water was polluted by effluent disease contracted in their recruit training period. 
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tween the states, this small group of physicians 
have contributed from their meager funds a 
“bounty” to wives and children of less fortunate 
colleagues. 1 would appreciate information con- 
cerning other such organizations that may be in ex- 
istence in this country. It is believed that the South 
Carolina society is the oldest in America. It would 
be interesting to know if this is true. It has been 
learned that there are so-called benevolent organi- 
zations of this character in New York, New Jersey, 


£3 


from 6 to 12 months, 27% were from 1 to 2 years, 
and only 8% were from 2 to 3 years of age. In view 
of the recognized instability of the temperature- 
regulating mechanism in infants under 2 years of 


age, the findings as a whole lose validity. A proper 
and more informative choice would have been a 


been chosen, as a base, a ture 
of 102 F (38.9 C), as was done Colgan and 
Mintz (J. Pediatrics 50:552-555 [May] 1957), the 


dosage, in spite of the fact that the generally ac- 
cepted dosage for both these agents is equivalent 


indicate that aspirin could produce greater 


gree than could lamide. . . .” In the summary 
all reference to the self of as- 
pirin is omitted 


The authors have also expressed some opinions 
on the relative toxicity of salicylamide and aspirin, 
based on published literature. For example, they 
quote references to the effect that the LD,» of sali- 
cylamide is double that of aspirin, implying that it 
is twice as safe. One of these references reports no 
original determination of the LD,, of salicylamide 
at all but merely refers to several other papers. The 
results in these papers, as well as of more recent 
references, do not confirm the contention that the 
acute toxicity of salicylamide will be half that of 
aspirin in humans. What they do show is that it is 
unjustified to assume that there is any essential 
difference between the two drugs. The wisest posi- 
tion in this regard is that taken by New and Non- 
official Drugs, 1958, p. 306, which states that “the 
toxicity of salicylamide compares closely with other 


A more questionable viewpoint is when 
the authors imply that the LD,, of salicylamide in 
mice, without consideration of species variation, or 


1684 J.A.M.A., Nov. 22, 1958 
To the Editor:—In the year 1849 the South Caro- higher a 
; T age group in young children where the fever 
he F ty vagaries encountered in infants could be avoided. 
and indigent of Gro Medical Prefemten connection, was an 
selection of a base-line temperature of 100.2-101.0 
the Of is as follows. _F_(37.9-38.3 C) rectally, which in such young in- 
sated in act of incorporation is as ’ fants is inconsequential and in many instances is 
And be it further enacted by the authority afore- uickly remedied without medication. Had there 
said, that the principal end of the said corporation 
shall be, to succor and maintain, and relieve the 
families of deceased and disabled indigent mem- 
bers of the Medical Profession of the State of South 
tests would have possessed much more significance 
— and and the authors’ own findings would have demon- 
met ng to bh 1” and regulations as they may strated the superiority of aspirin as an antipyretic 
oto St So Ce. to even a greater extent. Moreover, a clear and pre- 
For 109 years, except for the years of the war be- cise definition of what the authors actually viewed 
as antipyresis would make the data more valuable. 
It also seems advisable to comment on the dosage 
of the drugs administered to the test patients. The 
investigators used 2 grains per year of age of sali- 
cylamide and 1 grain of aspirin, only one-half this 1° 
|- 
(Sollmann, A Manual of Pharmacology, ed. 8, Phil- 
adelphia, W. B. Saunders Company, p. 742-743). 
Yet, the report reads in part, “The data seemed to 
drops 
teresting to compare policies and experiences. 
W. Atmar Situ, M.D. 
151 Wentworth St., 
Charleston 6, S. C. 
ANTIPYRETIC EFFECTIVENESS OF 
ASPIRIN AND SALICYLAMIDE 
To the Editor:—A paper comparing the antipyretic 
effectiveness of aspirin and salicylamide was pub- 
lished in Tue Jounnar (167:1821-1826 [Aug. 9] 
1958). The authors throughout the article appear 
to concede the superiority of aspirin as an antipy- 
retic in pediatrics, but their conclusions would 
seem to favor a new proprietary preparation. It 
seems advisable to call attention to several faults in 
the article. 
In the selection of patients for this study, 19% 
of the patients were under 6 months old, 46% were 


EVALUATION OF DRUGS 


To the Editor:—The article, “Factors <n 
Clinical Evaluation of Drugs,” by Modell 

Houde, in Tue Journat (167:2190-2199 [Aug. 30] 
1958) was most interesting and important. How- 


In 1938 Bloom (J. A. M. A. 111:2281-2283 [Dec. 
17] 1938) excellent results in hay fever 
with potassium chloride; this remedy was rapidly 
taken up throughout the world and was even re- 
garded by some as a “cure.” However, when I 
clinically tested a group, at the crucial time, 
potassium chloride proved a failure and has since 
practically disappeared in hay fever therapy. An- 
other example was ascorbic acid. Most drug stores 


To the Editor:—1 wish to comment on Dr. Ross’ 
article entitled “Use of Pyridoxine Hydrochloride to 
Prevent Isoniazid Toxicity” (J. A. M. A. 168:273-275 
+ ae 1958). Contrary to what Dr. Ross con- 


It does interfere. Not only has this 
been observed in vivo in mice by McCune et al, but 
also we have observed a small but difinite antag- 


patients given pyridoxine with isoniazid. 
However, what Dr. Ross failed to emphasize—and 
I think it is most important—is the quantitative side 
of this phenomenon. Simple arithmetic calculations 
from the data presented by McCune will reveal that 


chemotherapeutic activity, on a weight 
for weight basis; indeed, the proportion of pyri- 
doxine to isoniazid used in McCune’s studies is more 
than 100-fold greater than the proportion which has 
been shown to be clinically effective in preventing 
peripheral neuritis. It is so much greater that Dr. 
Ross’ statement that “it appears wise to use isoniazid 
without 


Finally, in view of the many reports and publica- 
tions concerning the wide variation in rates of met- 
abolic inactivation of isoniazid among different pa- 
tients, it seems surprising not to see reference in the 
article to the point of view which we expressed 
some time ago (Carlson, H. B., and others, New 
England J. Med. 255:118-122 [July 19] 1956), name- 
ly, that those patients (some are certainly en- 
countered in the routine treatment of tuberculosis 
in clinical practice) who metabolize isoniazid so 
rapidly that standard dosages of this drug may not 
be therapeutically adequate, should receive pyri- 
doxine when the indicated dosage of isoniazid is 
higher than 5 mg. per kilogram of body weight per 
day. G. Mipp.esrook, M.D. 

National Jewish Hospital 
Denver, Colo. 
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the slope of the dosage mortality curve, can be its value when administered at the peak time 
readily projected to children to prove the extent of (Engelsher, J. A. M. A. 126:318 [Sept. 30] 1944). 
its safety. Such crude estimates, based on rodent Timing, therefore, is a most important point in ap- 
data only, are frequently unjustified and may lead praising drugs, especially those used for hay fever. 
to serious errors in the evaluation of toxicity. 
Convenience of administration and patient accept- Davin L. Exceisuer, M.D. 
ability are evidently the principal reasons why 178 Mount Eden Ave. 
these investigators lean toward the salicylamide New York 57. 
the dosages administered, 2, 64 128 a 
ges , 32, 64, 128, a 
that they used a dosage form of aspirin ISONIAZID TOXICITY 
children’s aspirin, which is palatable 
acceptable to infants and young children 
strated by its widespread use. Since it 
rat Nor have any he it 
tration. Nor does it have any of the grittiness com- 
plained of in the paper in question. of whether or not pyridoxine, which is at least in 
A. Bass, Ph.D. part transformed into pyridoxal in vivo, interferes 
Plough, Inc. with the antimicrobial action of isoniazid is settled. 
eee onistic effect some time ago in performing micro- 
biological assay studies for isoniazid in serum from 
8 
that is timing. By timing, I am referring to the it took enormous doses of pyridoxine to antagonize 
time of the year or season in which the test or 
study is being made, as it pertains to certain drugs. 
Specifically, let me refer to the hay fever remedies 
for which glowing reports are made each year in 
advance of the peak times of pollination. During 
seasons of comparatively low pollen counts, pre- 
vious to these peaks, yet regarded as the hay fever 
seasons, the antihistamines, ephedrine, and even = 
the steroids are extolled in the most glowing terms. tuberculous patients in clinical practice,” seems 
But, when the heights of the pollen seasons arrive, _ Uniustified. 
symptoms of hay fever and asthma occur in nu- 
merous patients and in many with a severity as 
great as if these drugs had not been used. The 
point is that the results claimed for the drugs were 
based on wrong timing. The studies should have 
included the peak of the pollen seasons. 
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Louis M. Orr, M.D., Orlando, Fla. 


If you have ever watched a film of a rocket ascen- 
sion, you will notice that the rocket starts out slowly 
and somewhat unsteadily, building up speed as it 
rises. It is during this first, slow acceleration that the 
flight can be cancelled by adverse winds and the 
rocket 


But this is only the beginning of the rocket's 
flight. Each new ] program starts out small— 
gives to programs. 

Soon we will pass the point at which adverse 
pressure can slow or turn the flight—and then the 
rocket will really take off! 

Our country has gotten so big that we tend to 
forget that we're supposed to be running it. Most 
of the time what goes on in Washington seems so 
far away from us that we either lose track or treat 
the Washington news like it doesn’t concern us. 

I expect my patients to take an interest in their 
treatment—after all, it's their health that will pri- 
marily be affected. And I feel very strongly that 
every taxpayer should take a personal interest in 
the actions of his government. After all, it’s our 


run into the notion that doctors should stick to 
medicine—and leave running the country to the 
self-styled “ ” Well, strictly within my own 


he doesn’t worry about his debts, that’s even worse. 


Vice-Speaker, A. M. A. House of Delegates. 


i 


i 
i 


real 
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the limit own ability—not to a set of rules 
and regulations compiled in Washington. This is 
why the medical profession keeps a constant 


Administration welfare and medical program to be 


before it takes off into outer space. 

Why are we so concerned with this one agency? 
Surely, we physicians would not deny that our na- 
tion’s veterans have a right to our help? We are 
concerned for a number of very serious reasons: 


1686 J.A.M.A., Nov. 22, 1958 
Re is living beyond its economic 
accumulated a good deal of 
form of programs 
responsibi at or 
MISSILES OR PENSIONS at the local level. Even if my 
state for our nation to be in. 
ture into deficit financing. Each year our budget is 
a little higher, a little broader. Each year the federal As you are well aware, medicine is intimately 
government gets a little deeper into more programs involved in welfare programs. You might say that 
which should be locally organized and administered. we have a vested interest. This welfare may be as 
For part of each year the United States government, simple as the giving of a relief check to a man 
the government of the richest nation on earth, lives because he’s too sick to work or it may include full 
from hand to mouth, with only enough money in hospital and medical assistance. Federal agencies 
its treasury to pay next month's expenses. acknowledge medical care as an integral part of 
Almost every year, Congress debates raising the welfare—so much so that medical care programs 
statutory debt limit. for the indigent now receive special support and 
encouragement. So the medical profession has an 
interest, a very special interest, in federal welfare 
spending—a professional interest, in addition to our 19 
interest, as taxpayers, in how our money is spent. Vv 
The medical profession views with a particularly . 
jaundiced eye the constantly increasing federal in- 
tervention into the private lives of our citizens. We 
must be free to practice our art and science to 
ca 
incomes they're operating on. 
I'm sure most of you have, at one time or another, A. 
velopments in federal medicine. 
competence, I know that it is unhealthy for one of our greatest causes for anxiety. For the past 
a man to keep living beyond his physical means. five years, the American Medical Association, the 
No man can go on, year after year, getting less state associations, and the individual physicians 
sleep than he needs, less food than he needs, with- have been saying, “It is time to call a halt, time 
out serious deficiencies. Psychologically, too, as a to consider where we are heading—and whether we 
doctor, I know that it is unhealthy for a man to really want to go there.” 
live in a state of constant debt, spending more than This is one of the programs on which we must 
Read before the 15th Annual Meeting of the Delegates and Assembly 
of the Association of American Physicians and Surgeons, April 10, 11, 
12, 1958, San Francisco. 
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First, the VA's programs provide federal aid di- 
rectly to individual citizens. Most federal aid pro- 
grams work through the states, such as Public As- 
sistance or Hill-Burton—they are grants-in-aid, 
funds to help the state carry out a program. But 
the state has no voice in the VA's operations, nor 
has the county or the community. 


individual's needs. It is a prime example of 
direct central government, which the people can 


state is required to estimate the number of citizens, 
including veterans, that the new hospital will serve. 
On the other hand, when counting the number of 
existing beds in the state, they are not allowed to 
include those beds in VA hospitals. 

So, the veterans get counted twice—once to de- 
termine where VA beds are most needed and once 
to determine where Hill-Burton beds are most 


We believe that such confusion and duplication 
could be eliminated if government programs were 
under local control where we can see what's going 


giving them the soft cushion of federal money to 
fall back on, and decreases the community's feeling 
of responsibility for its own members. 

The medical profession is not accusing all vet- 
erans, or even large numbers of them, of dishonesty 
or malingering. 

It is true, however, that there are men, who if 
offered free medical care or a lifetime pension, will 
not make any great effort to refuse it—even though 
they have suffered no injury from their military 
service to earn it. 

Third, as physicians we are concerned because 
this program has brought into existence one of the 
largest chains of gove t-owned hospitals in the 
world. Anyone who has the interest of his com- 
munity’s hospitals at heart should be concerned. 
America, of all nations, knows the competitive ad- 
vantage chain purchasing can give—and many a 
local hospital has felt the press of VA competition 
for medical and nursing even for 


patients. 

Fourth, and this should concern all taxpayers, the 
costs—and it is 

still going up. If we do not change the program 
now, its cost will reach almost 5 billion dollars a 


eran—with or without service-connected disabilities. 


Next, pensions were authorized for World War I 
veterans with non-service cted disa 


bilities 
rendering them unemployable, and for their sur- 
vivors. 


Under present laws, these pensions will eventu- 
ally cost the nation over 30 billion dollars for World 
War I veterans. This is more than half the cost of 
all benefits granted these veterans—and more than 
the 26 billion dollars the war itself cost us. 

Today, instead of some 5 million veterans—from 
World War I and earlier wars—we have over 22 
million. Instead of 26,000 hospital beds, we have 
129,000 beds—and less than 42,000 patients being 
treated for service-connected disabilities. 

How much will our two “new wars”"—World War 
Il and Korea—cost us in veterans’ benefits? 

Under present laws, it is estimated that World 
War II will cost almost 110 billion dollars for pen- 
sions and over 123 billion dollars for other benefits; 
Korea will cost us 53 billion dollars in pensions and 
26 billion in other benefits. 

That is a total of almost 312 billion dollars for 
these two wars—371 billion for the veterans of 
World War 1, World War II, and Korea. This is a 
debt of over $2,100 for every man, woman, and 
child in the United States today. 

And almost 300 billion dollars of that cost is still 
ahead of us! These are huge figures we are dealing 
with. Too often their immensity is not real to the 
average citizen. 
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year by 1960. By 1985, under present laws, it will 
be costing us 6 billion dollars a year—and that will 
keep on until the end of the century, at least. 

By the year 2000 we could well have half our 
population paying billions of dollars in welfare 
benefits to the other half. We could have a federal 
hospital system two or three times as big as our 

This program short-circuits the whole American present one, draining off medical personnel from 
the rest of the population. 
‘ The American taxpayer is long-suffering—but 
how long could the nonveteran population stand 
control only through Congress and the President. this pressure. 
In the absence of local control, confusion results. The enormity of our future obligations can best 

A good example is in the administration of the Hill- be seen by looking at the past. In the period im- 

Burton program, through which the federal govern- mediately following World War I we had 4 million 

ment makes grants to the states to help in the new veterans in the nation. 

construction of local hospitals. There were about 26,000 government hospital 

When submitting plans for proposed hospitals a beds available for treating veterans with service- 
connected disabilities—and 9,500 of those beds were 
empty. What resulted? 

This benefit was cut during the Depression, but 

reinstated almost immediately—leaving the present 

situation, where a veteran who suffered no harm 

from his military service can get free hospital care 

, needed. when a bed is available—just by stating that he 
on. 

Second, the VA is turning many of our veterans 


True, from Washington we hear talks of budgets 
and appropriations which soar into millions and 
billions of dollars. But, in our normal every day 
living our economic world is one of dollars, half 
dollars, quarters, nickles and yes, even pennies. The 
astronomical cost of veterans’ benefits are almost 
as hard to grasp. 

Maybe it would be easier to “get the feel” of 
these costs in terms of individual veterans—almost 
$13,000 for each of the 5 million who served during 
World War I, plus $14,000 for each of the 16 and 
a quarter million who served during World War II 
—and almost $15,000 for each of the five and a third 
million who served in the Korean conflict. 

Or almost $14,000 in federal money to each of 
26 and a half million men—one out of every six 
persons in the United States. 

Do you remember the old poem about the blind 


school reader—how one man felt the trunk and 
said “It's like a snake” and another felt a leg and 
said “It's like a tree” and another felt a side 


Sometimes, approaching as vast as 
the Veterans’ Administration, I feel a little like 
one of those blind men. This is almost too big to 


veterans hit, costs jumped to 2 billion dollars,—in 
1946, to almost 4" billion, and in 1947 to 7% billion. 

They stayed over 5 billion dollars until 1951, then 
dropped to a little over 4 billion in 1954. 

But now the cost is on the rise again. Let me 
repeat—by 1960, the VA will be spending almost 
5 billion dollars a year—and the cost will continue 
to rise to 6 billion dollars a year by 1985—and will 
stay close to that figure until the end of the twen- 
tieth century. 

These astronomical figures are all based on the 
continuance of presently existing laws. 

Should a general service pension be enacted for 
veterans of these three wars—as was enacted for 
veterans of earlier wars—veterans’ benefits could 
cost us over 760 billion dollars—more than double 
the cost we now face. 


J.A.MLA., Nov. 22, 1958 


In the face of this already frightening financial 
burden promised by our laws, it seems almost cruel 


tended to aid the veteran who was actually injured 
in some way—mentally, physically, socially—by his 
military service. | am including here those read- 
justment benefits like unemployment compensation 
and educational benefits which are intended to help 
the veteran in his initial readjustment to civilian 
life. 
The non-service cted benefits are those 
granted to the veteran who suffered no harm from 
his military service. It provides him with assistance 
in difficulties which are a common civilian hazard 
—like illnesses and disabilities resulting from every- 
day life—and which have nothing to do with his 
military service. 

It is obvious that the greatest demand for service- 
connected benefits will come in the period imme- 
diately following a war. The bulk of compensation 
payments for service-connected disabilities will 
begin then, and gradually drop off as the veterans 
and their survivors die. The bulk of service-con- 
nected hospital care will at least begin during these 
years, even for the long-term cases. 

But when does the demand for non-service-con- 
nected benefits show up? 

As the veteran grows older—and more infirm; as 
he becomes less able to pay his own way; as the 
diseases of age catch up with him. 

That is why the VA's costs are beginning to rise. 
Today pensions cost nearly half as much as com- 
pensation; by 1965 they will exceed compensation— 
and by 1985 pensions will cost over three and a 
half billion dollars—more than all other VA costs 
put together—and the case-load will include three 
and a half million veterans and veterans’ survivors. 

This change can have its effect on VA hospitals, 
too. 

Today, almost two-thirds of the VA's patients 
are being treated for non-service cted dis- 


abilities. Every applicant on the VA's waiting list 
wants treatment for a non-service-connected con- 
dition. 
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to project additional increases—but, as a doctor, I 
must point out that these figures do not allow for 
any significant increase in the Veterans’ Administra- 
tion’s hospital system. 

Yet, unless we act now, the medical care program 
seems very likely to increase—and for the same 
reasons that the pension program will increase. 

We have two great classes of veterans’ benefts— 
the service-connected and the non-service-connect- 
ed. The service-connected benefits are those in- 

men and the elephant? It used to be in almost every 

and said “It's like a wall.” 

Vv. 
see all at once. You have to take a view from one 

side—and then from another—and then from an- 

other—and only when you put them all together 

do you begin to get an idea of the whole picture. 

VA costs, for instance—maybe their size will 
come clearer if I take just one more aspect—How 
big a bite do they take out of the budget each year? 

In 1920, veterans’ benefits were small change—by 
modern standards—less than 500 million dollars a 
year—rising gradually to 744 million in 1944. 

But in 1945, as the first wave of World War II 
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In January, 1956, there were 20,000 applicants 
waiting—in January, 1957, 22,000—and in January, 
1958, 24,000. And not one a_ service-connected 
disability. 

Can you see the pressure mounting for more VA 


as he signs the statement that he is unable to pay. 
The only limiting factor left is the number of beds 


How many veterans are going to find it easier 
and easier to sign that statement as they get older— 
and more frequently sick? 

We have already built 80,000 hospital beds whose 
obvious purpose is to provide more “available beds” 


states, will the VA stay its present size? 

How can we save this country from the mounting 
costs of veterans’ benefits? Very simple: 

First—apply realistic standards to the compensa- 
tion program; 

Second—even if we do not eliminate pensions, at 
least make them supplementary to instead of dupli- 
cating the income maintenance programs for the 
whole nation; 

Third—return the VA hospital system to the job 
it was set up to do—the care of service-connected 
disabilities. 

I have no quarrel with the idea behind the com- 

pensation program—the veteran who is disabled as 
a result of his military service is entitled to com- 
pensation for that disability. However, the dis- 
ability rating and award program, as it stands, is 
unrealistic and full of inequities. 

For example, there are men drawing 10% and 
20% disability checks monthly for life who are 
disabled only inally—act , they are holding 
down full-time jobs. If these cases were settled on 
a lump-sum basis, the annual compensation load 
would be decreased over 300 million dollars per 
year. 

There are veterans whose compensation is based 
on a legislative presumption of service 
rather than evidence. There are veterans receiving 
statutory awards for a particular type of disability, 
which results in their receiving more compensation 
than a man who is rated as more severely disabled. 
There are members of veterans’ families receiving 


Fifty-seven per cent of the compensation cases 
are in the 10 and 20% disability category. Adoption 
of lump sum payments, revision of the rating sched- 
ule to reflect actual service-connected disability 
and coordination of the overlapping and duplica- 
tive survivor benefit programs—plus the obvious 
savings in administrative overhead—could save 
some 9 billion dollars in the next forty years. 

The greatest savings can be made, however, 
through revising the pension program—and it should 
be emphasized again that pensions are payments 
for non-service-connected disabilities. They have 
nothing to do with military service—except that 
veterans can get them and nonveterans can't. 

Further, these vast costs will be doubled—to 
over 700 billion dollars—if general service pensions 
should be enacted. 

How do we avoid this huge cost? Simply by 
making the pension system, as the Bradley Com- 
mission suggested, “a reserve line of economic de- 
fense” for the needy veteran or his survivors—until 
their needs are met through OASDI or other avail- 
able sources of regular income. 

You see, the situation has changed vastly since 
the Twenties, and not only in the size of the vet- 
eran population. Then, a needy veteran had few 
resources except special pensions. Today, the Old 
Age, Survivors, and Disability Insurance (OASDI) 
program covers more than 80 per cent of the men 
over 20—and veterans receive social security wage 
credit for time spent in uniform. In 20 years, almost 
all veterans will be covered. 

In addition, there are now other federal retire- 
ment programs, industrial retirement plans, insur- 
ance programs covering medical care, disability and 
retirement. Pensions are no longer the only source 
of funds for the needy veteran. 

In fact, a 1955 survey showed that almost half 
the over-65 VA pensioners were also receiving 
OASDI benefits. The veterans without dependents 
averaged $550 a year from OASDI; those with 
dependents averaged $659. 

By coordinating VA and OASDI payments, and 
setting the total payment to a veteran at a level 
consistent with need standards set by local gov- 
ernments—we can reduce pension costs by over 
70 million dollars annually for those over 65. 

When we take into consideration the fact that 
OASDI benefits are now available from the age of 
50 for the totally disabled, this coordination could 
save about 158 million dollars a year. 
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survivor benefits who were not actually dependent 
on him—and survivor benefits are provided through 
eight different federal programs. 

hospital beds as this waiting list mounts? As our 

World War II veterans become older and begin 

to suffer the ravages of time—which affect non- 

veterans as well—can you see Congress being be- 

sieged with demands for “more VA beds for my 

State"—or your state—or yours? 

Every last man of our 22 million veterans is eli- 

gible for VA hospital care, if he needs it, as soon 

for the non-service-connected ill. We have no legal 

ceiling on the size of the VA hospital system. 

How long, with this mounting pressure from the 


1S 
Vv. 


Vol. 168, No. 12 


sidered to be the doctor's agent, and, if an error 
occurs in executing any instruction, you may be 
held 


6. Remember that the telephone may be a booby- 
trap for both misdiagnosis and misunderstanding of 
instructions. Whenever possible, avoid giving a pa- 


tients in advance when they plan to 


limitations which specify the time within which 
legal action may be instituted. 

9. Keep records which are accurate and up to 
date. If a complaint should be filed against you, 
never alter or destroy the records. 

10. Should any incident occur which you sus- 
pect could lead to a suit or claim, you should give 
immediate notice to your insurance company. 

11. During obstetric or similar examinations of 
female patients, be sure a nurse or other woman 
employee is present. 

Professional liability insurance is available in 
each of the 48 states and territories. A number of 
constituent associations and component societies 
have so-called group professional liability insurance 
programs available to member physicians. 

The limits of liability (per claim and for all 
claims during any one policy year) depend on many 
factors. Among them are type of practice— 
specialty or general—the economic level of the 
community, the claims consciousness of the people 
in the area and other factors. 

In this matter it is best to consult your medical 
society and colleagues in the area. Even with the 
most skilled and careful physician, suits are possible 
and the doctor should protect himself with insur- 
anve that will take care of the expense if it should 
happen to him as well as to safeguard his estate in 
the event of an adverse judgment. 


Public Liability 

Any owner or leaser of property may be held 
legally responsible for an accident occurring on the 
premises which is attributable to his neglest. If a 
doctor leases a suite in a public building, his re- 
sponsibility may be presumed to begin the minute 
the patient enters his office. If his office facilities 
include land and a parking area for patients, his 
responsibility may extend there also. 


the most commonly understood alll 


carry other elements of automobile insurance. 
Fire, Burglary, Home, Theft, and 
Comprehensive Insurance 


Whether fire insurance is secured for the office, 
the home, or both, it should include not only the 
building but the value of the furniture and equip- 
ment as well. The valuation is not normally based 
on the replacement cost but on the depreciated or 
actual sales value at the time. For this reason, an 
inventory of equipment and furniture should be 
kept current and in a safe place, preferably in the 
safe deposit box at the bank. 

After a physician has been practicing for an ap- 
preciable length of time, his files, including accounts 
receivable, are very valuable property. Frequently 
these items are the least protected against fire or 
other loss. It is possible to carry insurance against 
loss of these records, but whether or not these 
records are insured it is recommended that thev be 


pends largely on the location of the office and the 
amount of money kept there. The amount of cash 
in a doctor's office may not be enough to warrant 
the expense of such insurance since many burglaries 
of doctors’ offices are for narcotics rather than 
money. Although actual cash loss may be small the 
damage to the building and equipment can be sub- 
stantial. A recent newspaper article describing a 
burglary of a doctor's office listed the loss as $5.80 
worth of narcotics and an estimated damage to 
the furnishings and equipment of over $3,000. The 
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The incidence of such accidents is relatively low, 
and the physician may question the advisability of 
covering the possibility with insurance. The pre- 
mium cost is modest, accidents do occur, especially 
where the public is concerned, and such coverage 
ee can save considerable financial embarrassment. 
7. Do not neglect or abandon a patient without forms of liability protection, and it is not necessary 
serving reasonable notice. Whenever possible, to cover the subject here in detail, other than to 
make arrangements to have a colleague accept the recommend that the physician should carrv ade- 
responsibility of treating your patients when you quate limits of coverage. It probably is better to 
are unavailable. Many physicians notify their pa- carry too much liability rather than too little. 
ee be away for Also, the doctor should be aware that, if an em- 
any length of time. plovees uses his or her car in performing a service 
8. Familiarize yourself with vour state laws for the doctor and has an accident while doing so, 
concerning malpractice. Laws vary from state to the doctor may be sued as well as the employee. It 
state. You should also be informed regarding the is a simple matter to have the emplovee include the 
doctor as a coinsured in his or her policy. You 
should also consider coverage that will protect you 
while driving an automobile not owned by vou such 
as one you may rent temporarily or one which may 
be lent to vou. In addition to automobile liability, 
vou will u v be j in ‘ish to 


Vol. 168, No. 12 
loss and damage was covered by insurance. In buy- 


Such insurance is available generally on a individ- 
ual basis; and in some areas, group and franchise 
programs are available through professional organi- 


any term for which a premium has been paid and 


guaranteed renewable at each premium due date up 


to a specified age. Fraud, or intent at fraud through 
misrepresentation of facts, however, may be con- 


sidered as just cause for terminating a contract if 


, occu 


guaranteed 
of weekly or monthly indemnity pation or pro- 
fession, age, sex, length of time for which benefits 


reduced considerably by selecting a which 
has a f long waiting period between the onset 
of disa and the time benefits start. Such wait- 


sional associations and societies. Although these 
programs have their merits, they may have to be 
utilized primarily to supplement rather than replace 
other coverage. 

You should make sure that your health history at 


contingency you may wish to consider a relatively 


than earned income. This, as well as the cost of in- 
surance protecting the physician against profes- 
sional liability and against fire and casualty loss of 
office equipment and supplies, may be considered a 
business expense and deductible when figuring in- 
come tax. It should be noted, however, that the 
proceeds obtained from such insurance is considered 
taxable income. 
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ing this type of protection, it is well to include resorted to, either in applying for insurance cover- 
damage to property. age or in claiming benefits. 

Comprehensive or “All Risk” Coverage.—Several The premium costs vary and are determined by 
facets of insurance incident to home ownership and several factors, such as type of contract (cancel- 
eperation of a professional office can frequently be 
consolidated. Many multiple line companies offer 
against a variety of hazards including fire, theft, are payable, whether benefits are payable for non- 
and windstorm, as well as personal and public lia- occupational disability or cover both occupational 
bility at a total premium charge which may be and nonoccupational illnesses and injuries, and the 
substantially less than the cost of the same insurance waiting period between the date of disability and 
in separate policies. This is because such a blanket the commencement of benefit payments. 
type of policy can be processed more cheaply by All other factors being equal, premiums may be 
the company. It is worth considering when planning 

ing periods eliminate the necessity of paying for 

The physician in individual practice is the sole short periods of disability and the attendant ad- 
income producer. Anything which keeps him from ministrative cost and conserve a correspondingly 
his practice for any appreciable length of time can ater portion of the tom income 00 for 
be a serious financial hazard. Because of this, acci- 

_— , longer periods of disability which are of more seri- 
dent and health or disability insurance is attractive ous financial consequence. 
to him. Many insurance counselors consider this The und iting requi eo enein, 
type of protection equally if not more essential § = nies differ, but most of them will not knowingly 
than life insurance, since a period of disability en- which will a 
tails support not only of the family but the disabled be slicent 
8 doctor as well. Loss of earnings may extend over —T cs pages 
months or years. In varying degrees physicians may, ats mentioned 

In considering this type of coverage, you should cartier, = 
purchase it from a company which is licensed in insurance programs through mem ip in profes- 
the state and preferably through a local agent or 
broker. Perhaps this type of insurance is subject to 
more variables than other branches of insurance. 

Accordingly, sound advice and careful planning 
should provall in arranging this phase of your inour- the time of applying for insurance is not misrepre- 
sented since most non-group contracts promise 

Basically, this type of insurance is designed to benefits only for disability resulting from accidents 

replace a portion (not all) of your earned income and illnesses that originate subsequent to the date 
in the event of disability due to accident or illness. the policy is issued. 

Office Overhead Insurance.—When the doctor is 
incapacitated his office overhead goes on. Salaries, 
rent, utilities, and such must be met. To meet this 

zations and associations 
Individually underwritten policies are of three new form of disability insurance which was de- 

general types: cancellable, guaranteed term, and signed for this specific purpose. Although under- 

noncancellable. The first type can be terminated by written like disability insurance, benefits are based 

the company at any time. A guaranteed term con- on verifiable office overhead fixed expenses rather 

tract is not normally subject to cancellation during 

accepted; however, the insurer may elect not to 

continue the contract on any renewal date. Non- 

cancellable contracts are not only that but are 


Employee Insurance 


extent to which an employer is financially 

sible for the death or disability of an employee as 
a result of an occupational accident or injury. Since 
the laws vary from state to state and their applica- 


protection depends on several factors, but primarily 
upon the classification of employment and the 


addition to employee protection ‘ 
other forms of insurance for the benefit of their 
employees. These include life insurance, disability 
insurance, and hospitalization benefits. Some of 
these forms of coverage may be available as exten- 
sions of benefits offered to members of professional 
societies. 


Life Insurance—Family Protection 


Life insurance is primarily a form of protection 
for the doctor's family and possibly his creditors in 
the case of his death. Additionally, it can be a form 
of savings and can also be used to supplement a 
retirement program. The subject is so large that it 


cost. Such contracts are usually issued on a level 
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Ordinary life insurance is the classification fre- 
quently given to contracts of a permanent nature, 
which do not usually include endowment or annuity 
features. Generally speaking, the provide 

premium payments throughout the life of 


35 


: 


: 


becomes due and payable at the end of the contract 
period. The face amount also becomes due and pay- 


on an individual basis and the physician is well 
advised to utilize the services of a competent in- 
surance counsellor. Insurance needs often change 
due to family and financial circumstances. 

Since most permanent life insurance contracts 
provide for a great deal of flexibility, it may be 
advantageous to have your program analyzed 
periodically and modified, when indicated, so that 
it will fulfill, on a current basis, the purposes you 
intend. 

Insurance is designed to protect you, your family, 
and your employees. It is an important considera- 
tion when establishing a practice, so devote enough 
time to it and secure advice that will enable you 
to develop an adequate insurance program. 
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Most states have statutory requirements regard- 
ing the responsibilities of an employer. Prior to the 
employment of another physician, a nurse, a tech- 
nician, or receptionist, you would be well advised 
men’s _ laws generally spell out the 
bility often depends, to a degree, on the number 
of employees, you should make certain that you do 
not assume any hazards unnecessarily. ae 
In some jurisdictions there is a state monopolistic Ordinary life insurance policies usually contain 
fund which is the sole source of insurance for pro- guaranteed cash and loan values as well as pro- 
tection against workmen's compensation liability. visions for extension of insurance for a stipulated 
In other states, the employer may select from a 
Sources of information include the state agency in 
which administers the law, your local medical so- aa 
ciety or state medical association, your insurance 
counsellor, and your attorney. 19 
Many employers provide or make available, in 
able in the event the policy holder dies prior to the Vv. 
completion of the premium paying period. An an- 
nuity contract usually matures in the same manner 
as an endowment policy but, in addition, may pro- 
vide for periodic payments (rather than a lump 
sum) to the policy holder in the form of retirement 
income. 
ne There are varying combinations of the foregoing 
tvpes of coverage which an individual can arrange 
for in his life insurance programing. Several pro- 
fessional organizations including constituent asso- 
ciations and component societies have established 
group and franchise plans in which physicians may 
could well be the subject of @ special pamghiet. participate. Life insurance planning should be done 
Although there are many different varieties of pro- 
grams, the three most common types of policies 
are term, ordinary life and endowment, or annuity 
contracts. 
Term insurance involves the lowest premium 
premium basis with coverage lasting only for the 
term specified. Most contracts provide that the 
policy holder may convert his coverage to a per- 
manent plan of insurance, without evidence of in- 
surability, provided such option is exercised within 
a prescribed period. This form of coverage is re- 
ferred to frequently as “pure protection,” since it 
does not normally include cash surrender or loan 
values. 
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MEDICAL FILM REVIEWS 


Produced in 1957 by on rental 
($7.50) or purchase ($250) from Film Sales 
U Extension, U of California, 

Los Angeles 24. 


fessional skill, understanding, and contributions 


observe 
heart is beating outside of the thoracic cage. The 
authors have prepared this film to document a 
situation that has rarely been reported: premature 
twin boys, one essentially normal and the other 
born with his heart projecting almost at a right 
angle to the long axis of the body. The surgical 
attempt to provide a covering of skin for this heart, 
the postoperative appearance of the baby with his 


Someone Is Watching: 16 mm., black and white, sound, 
showing time 15 minutes. Produced in 1957 by Information 
Productions, Inc.. New York, for the New York State De- 
partment of Health. Procurable on loan (service charge $2) 
from Motion Picture Library, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


need for safeguarding of drugs. Actual cases are 
taken from the files of the New York State Health 
Department's Bureau of Narcotics Control. In- 
cluded among these cases are those of a registered 


medical staff, internist, surgeon, pathologist, radi- 
ologist, interns and residents, medical technologists, 
x-ray technicians, pharmacist, dietitian, physical 
This Is N 16 mm., color, sound, time 29 therapist, and nurse, is shown in the right perspec- 
tive. It will appeal to high school and college stu- 
dents and is especially recommended for physicians 
a who are called on to lecture to groups on health 
This film demonstrates 
nursing activities in contributing to ve re- Ectopia Cordis in a Twin: 16 mm., color, sound, showing 
habilitation of the patient; it stresses that rehabili- time 8 minutes. Prepared in 1957 by Elliott S. Hurwitt, M.D., 
tation is dependent on coordination of all health and Alvin Lebendiger, M.D., New York. Produced by a 
workers rather than on one individual. Designed tam 
for nurses, physicians, medical students, and lay nson. Procurable on service charge $1. 
groups, it shows the teamwork needed in rehabilita- trary Atwerican Medical Association, 595 
tion programs, with special emphasis on the nurse's * 
role. It shows that rehabilitation takes time, pro- Complete ectopia cordis in a live infant occurs 
infrequently that few physicians are given the 
from many people, while at the same time the re- 
sponsibility rests on the individual himself. Empha- 
sis is on the team approach in dealing with the 
patient, and the film also shows that rehabilitation 
starts immediately on the patient's admission. It 
should make a valuable contribution for discussion 
purposes in nursing groups. Although they are not 
pictured as members of the team, dietitians and 
| medical social workers should also be interested, 
g since seeing the patient in the film would alert heart beating subcutaneously, and the combination 
| them to his problem. of major intracardiac and extracardiac abnormalities 
found at autopsy are illustrated and demonstrated. 
NEW FILMS ADDED TO A. M. A. MOTION This case-record film presents an unusual condition. 
PICTURE LIBRARY An attempt made to replace the heart in the chest 
Helping Hands for Julie: 16 mm., black and white, sound, proved unsuccessful. Nevertheless, the condition, 
showing time 25 minutes. Cleared for television. Presented although unusual, is of interest, especially to cardi- 
by the American Medical Association and the American ologists. 
Hospital Association. Sponsored as a public service by E. R. 
Squibb and Sons, Division of Olin Mathieson Chemical 
Productions, Inc., New York. Procurable on loan (no service 
charge) from Motion Picture Library, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 
This film is designed to attract students to health 
careers by dramatizing their opportunities. The This motion picture calls attention to the various 
story revolves around Julie's fight for life when she ways in which legal narcotics stocks fall into the 
is brought into the hospital emergency room— hands of dope addicts and peddlers through care- 
diagnosis unknown. Her family doctor, a surgeon, lessness and false confidence, and it emphasizes the 
and a resident mobilize the entire medical team, 
and it swings into swift, disciplined, and decisive 
action. The helping hands aiding the doctors in this 
vital search for the correct diagnosis are those of 
nurses, medical technologists, x-ray technicians, nurse who gains a place on the hospital staff and 
and the medical record librarian. With the diag- steals from the hospital drug stocks while on duty, 
nosis made, the drugs of the pharmacist, the nour- a repairman who gains admittance to the office of 
ishing food of the dietitian, the restorative work of a general practitioner under the pretense of having 
the physical therapist, and the care of the nurse been called to repair a sterilizer, and a confidence 
help to bring Julie back to health. This is a moving man working with accomplices who dupes even the 
story which is well told and has a powerful emo- wary druggist. This film is highly recommended 
tional appeal. The complexity of the modern hos- for showing to physicians, hospital administrators, 
pital service, including the record room, visiting nurses, and pharmacists. 
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Angiocardiography. 
W. Escher, H. Shapiro, B. M. Rubinstein and 


The authors report on a 24-year-old woman who 
was admitted to Montefiore Hospital in New York 
for evaluation of suspected congenital heart disease. 
The patient underwent a standard diagnostic car- 
diac catheterization with the aid of a Cournand 
type catheter, and after its completion selective 
intracardiac biplane 


Health (NIH) catheter. Anteropost 

lateral projections were obtained 2 and 8 seconds 
after the injection of the contrast medium (530 cc. 
[Urokon]) into the right 


cident with its anticipated appearance within the 
The amount of contrast medium in 
cavity was gradually increasing to 


he Be ad fluid foe forth under tremendous 


vanced after its initial positioning. The occurrence 
catheterization with selective angiocardiography 


C. W. Frank and M. T. Bellows. Circulation 18: 
367-370 (Sept.) 1958 [New York]. 


acute rheumatic fever with corticotropin (ACTH), 
cortisone, and aspirin administered for 6 weeks in 
a cooperative clinical trial of these drugs in the 
United States and Canada. Of the 257 children, 67 
(26.1%) did not show any manifestations of rheu- 
matic activity, and the remaining 190 (73.9%) had 
some manifestations, most frequently an increased 
erythrocyte sedimentation rate or rise in tempera- 
ture. Occasionally more severe and complex mani- 
festations occurred. The number of manifestations 
was greater in those patients with more severe 
initial involvement, i. e., at the start of the 6-week 
therapy. In some patients the severity of the dis- 
ease during the post-therapy period was as great 
or greater than at the institution of the treatment. 
In most instances, the various abnormalities sub- 


of rheumatic fever subside during drug thera 
the effect may be attributed to several 
causes; spontaneous remission in the course of the 
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INTERNAL MEDICINE strong and full, and the peripheral pulses returned. 
At the apex of the right ventricle, there was a soft 
Perforation of the Heart During Cardiac Cath- cleft, the point where the perforation must have 
occurred. There was no further bleeding. The post- 
operative course was uneventful. There is reason 
to suspect that perforation probably did not occur 
with the Cournand catheter which is relatively 
flexible and which was not inserted in the area of 
the apex of the right ventricle. The perforation oc- 
curred more likely during the insertion of the rela- 
tively sharp-tipped, more rigid NIH catheter, most 
probably when the catheter was additionally ad- 
formed with the aid of a 7 National Institutes of re 
serves to emphasize some of the risks taken in the 
application of several of the newer, specialized 
methods now available for the evaluation of con- 
genital heart disease. With careful technique and 
good team work, however, the danger to the pa- 
the contrast medium in the pericardial cavity coin- tient can be held to a minimal level and is far out- 1s 
weighed by the positive values of the procedures. Vv. 
eee A Study of the Manifestations of Rheumatic Fever 
the end of the examination. Several globules of the ; 
contrast medium were seen in the right ventricular 
apical myocardium distal to the tip of the cardiac 
catheter, suggesting that perforation of the heart as ; 
had occurred at this point. A portable chest roent- The authors studied : he ap eonpeg of rheu- 
matic activity in 257 children during a 3-week ob- 
genogram, with the patient in the sitting position, f 
shadow to tee of servational period after cessation treatment for 
larged, with contrast medium collected along the 
diaphragmatic surface of the pericardial cavity. 
The heart rate rose to 139, the blood pressure 
dropped to 70/40 mm. Hg, and the occurrence of 
cardiac tamponade seemed certain. 
With the aid of general endotracheal anesthesia, 
the right chest was opened and the heart exposed. 
A vertical a incision was made anterior 
pressure. art beat immediately became 
The place of publication of the periodicals appears in brackets pre- 
ceding each abstract. 
Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be : 
addressed “Library, American Medical Association.” Periodical files sided spontaneously. Re-treatment was considered 
stamps for each item. Only three periodicals may be borrowed at one When any or all of the presenting manifestations 
time, and they must not be kept longer than five days. Periodicals pub- 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 


: 

i 


The Cardiac Complications of Hypertension. A. L. 
Cornish. J. Kentucky M. A. 56:862-864 (Sept.) 1958 
[Louisville, Ky.]. 


In all probability, effect of coronary sclerosis 
ae pepe Later, impairment of kidney function 
to retention of salt and thus aggravates con- 
gestive heart failure. The hypertensive heart pa- 
tient may present himself with either congestive 
heart failure or the picture of coronary insufficiency 
or both. Congestive heart failure develops 
in about half of the patients and suddenly in the 
other half. When it is sudden, a definite precipitat- 


tients with congestive failure, the author it 
useful to let the degree of functional im 
guide the treatment. In a class 1 patient, when 


heart disease is present but there is no 


blood , explains the 
heart failure, and encourages reduction. 
the patient is in class 2 and has symptoms on mod- 
erate exertion, periods of rest plus a slowing down 
delegation of responsibility 


i 
i 


iz 


Il. Hypertension. H. A. Schroeder. J. Chron. Dis. 
8:312-333 (Sept.) 1958 [St. Louis]. 


When measured in Oriental people, dietary intakes 
of sodium chloride, to which hypertension might 
be related, either approximated or were less than 


Vol. 168, No. 12 MEDICAL LITERATURE ABSTRACTS 1697 
disease, bed rest, or the drug administered. After 
cessation of therapy, the recurrence of rheumatic 
manifestations is ample evidence that the drug em- 
ployed did not eradicate the disease. However, it 
is also evidence, in retrospect, that the drug had a 
suppressive action while it was being administered. class 3 patient, who has symptoms on ordinary 
It was widely thought that aspirin did not affect exertion, the author uses more active measures, 
the rheumatic inflammation in the heart, and that such as careful digitalization and moderate sodium 
concept has occasionally been extended to corti- restriction. Another important manifestation of 
sone. The recurrence of heart failure or pericarditis hypertensive heart disease is angina pectoris. The 
after wi essential clinical feature is that the anginal pain 
view. A occurs with exertion and excitement, lasts only a 
be expected few minutes, and is relieved by rest and adminis- 
drawn. The tration of glyceryl trinitrate (nitroglycerin). The 
od are su electrocardiogram is diagnostic in 95% of cases, 
conditions showing depression of the RS-T segment and 
therapy period should be T-wave abnormalities. If these are not present 
define optimal therapy for when the patient is at rest, Master's exercise test 
= 
At least 60 to 75% of hypertensive patients ulti- 
heart failure. Coronary atherosclerosis has been . 
angina, glyceryl trinitrate alone has stood the 
) found = oe of patients dying with hypertension. of time. A mild sedative may help the anxious 
8 Cardiac involvement, as a rule, does not develop tient 
until hypertension has been present for 12 to 15 ” 
years. Eventually the strain of maintaining an ele- : 
vated blood pressure, plus the of coronery Degene- ative Cardiovascular Disease in the Orient: 
The author studied the incidence of arterial 
hypertension and its serious consequences among 
the patients of 13 university teaching hospitals in 9 
Oriental cities, namely, Taipeh (Taiwan or For- 
mosa), Victoria (Hong Kong), Manila (Philippine 
Islands), Bangkok (Thailand), Agra, Lucknow, 
Bombay, and New Delhi (India), and Beirut (Leb- 
anon), and in Japan. Hypertension was frequently 
Pee. Correcting the observed among these Oriental populations, being 
precipitating cause greatly improves the prognosis. diagnosed both clinically and pathologically. In 
The more common precipitating causes of acute several cities cardiologists or internists expressed 
congestive heart failure in hypertensive patients are the opinion that the incidence of hypertension was 
respiratory infections, increased coronary insuffi- increasing. No conjecture can be made as to 
ciency (silent infarction), paroxysmal tachycardia, whether the apparent increase in hypertension is 
excessive sodium intake, discontinuation of digitalis merely one symptom of an aging population or is 
therapy, hemorrhage and anemia, development of related to some new environmental factor added 
thyrotoxicosis, pulmonary embolism, too rapid ad- during the past 27 years covered by the study. 
ministration of blood or other sodium-containing 
infusions, physical and emotional strains, and un- 
congenial climatic conditions. 
In the further management of h ensive pa- the ranges commonly accepted for Americans, with 
the possible exception of the northern Japanese. 
Therefore, it was most difficult to ascribe the fre- 
quency of hypertension to such dietary habits. Nor 
symptomatic was it possible to involve the intake of protein, 
limitation of activities, he merely tries to lower the which, in general, was lower than that of Western 


Halll 
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in many cities consisted largely of tation, pulmonary stenosis, left-sided vena cava 
ns. “Westernization,” i. ¢., the superior, ventricular septal defect, and “arachno- 
ropean culture, habits, and food, dactyly heart.” 

t, except among a few of the 
ncome levels are very low in all Pulseless Disease. R. di Bello, O. E R. 
The author believes that environ- Rodriguez Barrios. An. Fac. med. \ 43: 
mental factors, so far unrevealed, played the lead- 37-42 (Jan.-April) 1958 (In Spanish) ‘ 
ing causative role. Uruguay]. 
One of the most interesting and unexplained re- 
sults of this study is the predilection of hypertension A woman with subjective and objective symp- 
to make its consequences obvious either on the toms of circulatory disorder due to occlusion of the 
vessele of the brain or cn the heart tn diferent main branches arising from the aortic arch was ob- 
localities. Thus, cerebral hemorrhage as the fatal  S¢tved at the age of 23 years and again at 37. At the 
outcome has far outdistanced heart failure in first consultation the patient complained of pain 
Taipeh, Bangkok, and Agra, while cardiac disease i" the arms, of occasional precordial pain which 
is as predominant in Manila, Beirut, Bombay, and radiated to the back, and of transient hemiparesis. 
Lucknow as it is in the United States. Civilian Chi. The pulse arising from the aortic arch was absent. 
nese in Formosa and Hong Kong are more apt to Arterial pulsation in the legs was present in all the 
1 
Vv. 


u 
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changes. The institution 


marily a high-protein and a reduced fat LS 
with 


fusions. E. Wollheim and K. W. Schneider. Ger- 
man M. Month. 3:237-240 (Aug.) 1958 (In English) 
(Stuttgart, Germany]. 


The authors studied the behavior of the “active” 
a 84 plasma 


4 to 10 minutes after the injection of 1 
Evans blue (T 1824), and to the red blood cell 
volume calculated from the hematocrit reading. 
The results of these determinations were compared 
with those obtained by the analysis of simultane- 
ously drawn samples for red blood cells tagged 


and at various intervals after the transfusions over 
a period up to 18 hours. 
An increase in plasma volume was observed 
23 (47%) of the 49 whole blood . The 
plasma volume remained unchanged after 32 (38%) 
of the plasma transfusions and after 26 (53%) of the 


been decreased before the transfusion was given. 
These findings suggest a volume-regulating mecha- 
nism. An increase in volume appeared to be more 
likely after the transfusion of plasma than after 
that of whole blood. 


Tetanus and Chronic Ulcers of the Legs. P. Riis. 
Nord. med. 60:1048-1049 (July 24) 1958 (In Danish) 
[Stockholm]. 


Between 1940 and 1958, 88 patients with non- 
neonatal tetanus were admitted to the epidemi- 
ologic department of the Blegdam Hospital in 
Copenhagen. In 10 patients, between the ages of 19 
and 70 years, the infection was apparently through 


prophy 
ulcers of the leg should be immunized against teta- 
nus; the vaccination entails no risk. 


The Carpal Tunnel Syndrome. J. B. Lyons. Irish 
]. M. Sc. 6:382-388 (Aug.) 1958 [Dublin]. 


When fully — the carpal tunnel syn- 
drome is characterized by Guiting 
hand in the distribution of the median nerve, im- 


and opponens pollicis, and wasting of these muscles 


points in the clinical 
in the 4th decade or older, and all but 3 were 


troublesome at night, preventing sleep or waking 
the patient and causing her to hang the limb over 


JAMA. Nov. 22, 1958 
chronic ulcers of the legs. Nine of these ulcers were 
varicose, and one was due to erythema induratum. 
Toxigenic tetanus bacilli were found in excised 
ulcer tissue from 5 patients. The course of tetanus 

plus antibiotics to control the pulmonary infection, in the patients in whom the portal of entry was one 

will usually suffice to correct many of the factors or more ulcers of the leg was usually protracted, 
responsible for rectal prolapse. The earlier the diag- and in 2 it was fatal. In patients with chronic leg 
nosis of cystic fibrosis of the pancreas, the less the ulcers the period during which conditions for 
likelihood of rectal prolapse. growth of Clostridium tetani are present is longer 

than in patients with smaller traumatic wounds. 

The Blood Volume After Plasma and Blood Trans- Chronic varicose ulcers seem to have become rela- 
tively more important as portals of entry for C1. 
tetani in recent years, as tetanus infections from 
purely traumatic lesions have been reduced through 

_ of which varied from 450 to 460 cc., 49 

whole blood transfusions, each of which varied ee 

from 440 to 450 cc. The term “active blood and 

plasma volume” refers to the plasma volume, which 

was determined by differential photometry within 
paired appreciation of light touch, pin-prick, and 
tactile discrimination in the fingers over the median 
causing a distinctive, shelf-like, partial t Vv 

with radioactive phosphorus (P™) or radioactive atrophy. Impairment of fine movements, e. g., pick- : 
chromium (Cr*'). The plasma and whole blood ing up small objects between thumb and fingers, 
determinations were made before the transfusions is invariable. The condition is frequently bilateral. 
Incidence is highest in the 5th and 6th decades and 
is commoner in women. The syndrome may occur 
spontaneously but has been described in a variety 
of conditions which cause encroachment on the 
carpal tunnel. The author tabulates the salient 
whole blood transfusions; in the absence of any ee 
increase, the plasma or blood either may have women. Pain and/or paresthesia were the main 
passed into the capillary network with lower cir- symptoms. 
culation or may have entered the extravascular The author discussed the relationship of the 
tissues already during the transfusion. An increase carpal tunnel syndrome to acroparesthesia, pointing 
in plasma and blood volume occurred particularly out that this term has been used to designate a 
in persons in whom plasma or blood volume had clinical picture most commonly seen in middle- 
aged women of the working class affected by an 
unpleasant and distressing tingling involving one 
or both hands. Acroparesthesia is usually most 
the side of the bed or to get up and pace the floor 
seeking relief; in the morning the fingers feel 
clumsy and swollen. The etiology of this condition 
has been ascribed variously to cervical osteoarthri- 
tis, cervical rib, and the thoracic inlet syndrome. 
On a suggestion that acroparesthesia is caused by 
median nerve compression at the wrist, a number 
of patients have been treated successfully by divi- 
sion of the transverse carpal ligament. In support 
of the contention that the lesion responsible is 


HITE 


1S 
Vv. 
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attacks, as was observed in 2 of the 4 patients. 
enced new pain and a feeling of fulness Similarly, the disturbance in carbohydrate metab- 
in the anterior part of the chest on the left, had olism may be accentuated in paroxysms, but usual- 
difficulty in taking a deep breath without true 
dyspnea, and had a tremendous collection of gas , glycosuria and high blood sugar 
in the splenic flexure with elevation of the left leaf levels are constantly present, as they were in these 
of the diaphragm, all in the absence of any sign 2 patients. A high blood sugar level attacks, 
extension of infarction or of cardiac decompensa- sometimes followed by glycosuria, is common in 
tion. These patients had no difficulty in distinguish- patients with pheochromocytoma, and such pa- 
ing this new pain from that of the infarction tients may have a diminished glucose tolerance— 
The 30 patients included 16 women and 14 men, though they have not been considered as diabetics, 
ranging in age from 22 to 54 years. The duration of as was the case in the 4th patient. Surgical removal 
painful symptoms prior to study varied from less of the tumor led to considerable improvement of 
than a day to several years. Three patients pre- diabetic symptoms in all 4 patients, but the glucose 
sented themselves as emergency problems of acute tolerance test still showed considerable intolerance 
new chest pain, but most had had recurrent pain of tes in 2 patients, while it reverted 
for a few weeks to several months, with varying to in 1. A systematic search for sim- 
intensity from time to time. All the patients 
complained of pain which was predominantly Lith 
eee sudden in onset, 1,100 patients with diabetes mellitus 
g from a minute to a couple of hours, and attending the diabetic clinic of the University Col. 
subsiding rather rapidly, either completely or leav- lege Hospital in London, and 2 additional possible 
heavy discomfort in their wake. In cases were found. 
pital, pain of colon origin was about 3 times may cause diabetes is uncertain. It is considered 
as common as duodenal ulcer. This symptom com- the high plasma concentration of epinephrine, 


inopathy, as distinet from diabetic retinopathy, does 
not often occur in idiopathic diabetes mellitus but 


of an increase in insulin antagonists. The insulin 


(May) 1958 (In Portuguese) (Rio de Janeiro]. 


The incidence of strongyloidiasis varies between 
9 and 17% among the population of Brazil. The 
classical treatment, which consists in the intraduo- 
denal instillation of 40 cc. of a 1% methylrosaniline 
chloride (gentian violet) solution, gives a recovery 
rate of less than 10% of the cases. Brazilian re- 
searchers recently reported good results from the 
intraduodenal instillation of methylrosaniline solu- 


seems to more a | in overseas and to a much smaller extent of arterenol, causes a 
region than back home. In a fair portion of patients rise in blood sugar by accelerating glycogenolysis 
in the liver. This may well increase the rate of 
secretion of insulin by the pancreas and occasional- 
ly produce a temporary or permanent exhaustion 
of the islets of Langerhans. It is also possible that 
epinephrine may antagonize insulin by its action on 
the anterior pituitary gland, causing an increased 
secretion of corticotropin and thus indirectly stim- 
ulating the secretion of hydrocortisone. Insulin 
others. Quart. J. Med. 27:307-321 (July) 1958 sensitivity tests carried out in one patient with 
[London]. diabetes caused by pheochromocytoma showed 
The authors report on a 37-year-old man and on insulin resistance, thus affording indirect evidence 
3 women, between the age? of 32 and 65 yer; xD 
with pheochromocytoma which caused severe dia- requirements are usually greatly decreased within 
betes mellitus in 2 of these 4 patients and persistent 24 hours after removal of the tumor, and the pa- 
glycosuria in the other 2. A diagnosis of diabetes tients may be completely cured of their diabetes. 
mellitus had been made in 3 of these patients be- Pheochromocytoma should be suspected in any 
fore the adrenal tumor was discovered, and many diabetic patient with severe hypertension and in 
of their symptoms had been considered by other any hypertensive diabetic patient with unusual 
physicians, who did not have experience with symptoms. 
pheochromocytoma, to be manifestations of anxiety. 
Severe hypertension is rare in idiopathic diabetes Treatment of Strongyloidiasis: New Drugs. J. Asfora 
mellitus but is common in diabetes associated with Ce gay 
any diabetic patient with severe hypertensive ret- 
inopathy as distinct from diabetic retinopathy, the 
pressor amine content of the urine should be meas- 
ured. The hypertension in diabetes caused by pheo- 
chromocytoma may be paroxysmal or sustained, 
and the blood pressure is frequently raised between 


tion by the following technique: 1. An Einhorn 
sound is passed through the nose into the duo- 
denum and left in place for 20 minutes. 2. A solu- 
tion containing 60 Gm. of Panemax (a papain prepa- 
ration) in 250 cc. of distilled water is then instilled, 
followed by the instillation of a vial of hyaluroni- 
dase. 3. Two or 3 minutes later 40 cc. of a 1% 
methylrosaniline solution is instilled. 4. The intra- 
duodenal sound is removed 3 minutes later. Papain 
acts as a mucolytic substance by exposing the duo- 
denal mucosa to the action of the methylrosaniline 
solution, whereas hy favors diffusion of 
the solution over the mucosa. 

Twenty patients with strongyloidiasis were 
treated by this technique at the clinic of the faculty 
of medicine of the University of Recife. The pa- 
tients were between the ages of 20 and 40 years. 
Sixteen patients tolerated the treatment well, but 
4 vomited. The treatment was repeated in 2 of the 
4 patients who vomited. As a result of the treat- 
ment the clinical symptoms of duodenal parasitism 
disappeared, and examination of feces at late in- 
tervals proved the absence of nematodes of the 
strongyloides genus. The patients in whom good 
results were obtained included 3 with strongyloidi- 
asis alone, 3 with strongyloidiasis and ascariasis, 
and 6 with strongyloidiasis and infection with 
other intestinal parasites. The authors conclude 
that the combination of papain, hyaluronidase, and 
methylrosaniline gives better results than any other 
treatment for the cure of duodenal strongyloidiasis 
and ascariasis (80%). When the treatment is re- 
peated after a failure, the good results are 100%. 
Intolerance showed only in vomiting of the drugs; 
pain or any other unpleasant symptoms did not 
occur. The treatment is practical, economical, and 
well tolerated. 

Systemic Lupus Erythematosus Simulating Acute 
W. J. Grove, R. M. Kark and others. New England 
J]. Med. 259:258-266 (Aug. 7) 1958 [Boston]. 


The authors present observations on 14 patients 
in whom abdominal symptoms developed that were 
severe enough to suggest a surgical emergency. In 
all 14 patients the diagnosis of systemic lupus 
erythematosus was made on the basis of clinical 
observation and laboratory data. In all but 4 pa- 
tients the diagnosis was confirmed by histological 
study of kidney specimens obtained either by 
biopsy or at autopsy. The clinical picture varied 
considerably from patient to patient. In 10 patients 
the abdominal illness was the result of vascular 
lesions (‘lupus vasculitis”) in the submucosa and 
subserosa of the intestine and its appendages and 
of vascular lesions in the retroperitoneal, peripan- 
creatic, and periadrenal connective tissues. In some 
these lesions were widespread; in others they were 
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localized. It was not surprising, therefore, to find 
that many different clinical diagnoses were made in 
these patients, such as acute appendicitis, acute 
cholecystitis, ting peptic ulcer, volvulus, 
paralytic ileus, obstruction of the small intestine, 
severe gastroenteritis, parametritis, infection of the 
broad ligament, and infective peritonitis. All 10 
patients complained of abdominal pain, which in 5 
was dull and persistent and either involved the 
entire abdomen or was limited to the lower abdo- 
men. The most frequent roentgenologic finding was 
distention of the large or the small intestine or both. 
A single attack of acute abdominal symptoms oc- 
curred in 5 paitents, and 2 or more attacks occurred 
in the other 5. The problems presented by these 
patients and the disease causing their illness are 
illustrated in case histories. 

A clinical diagnosis of pancreatitis was made in 
4 of the 14 patients. In the 3 who died, lesions were 
found post mortem in the pancreas and elsewhere 
in the abdomen. In one of these patients acute 
pancreatitis developed when the patient already 
was severely ill with renal failure due to lupus 
glomerulonephritis. The serum amylase level was 
elevated, suggesting that there was true necrosis 
of the pancreatic acini. This was confirmed at 
autopsy. The lesions in the pancreas did not appear 
to result from systemic lupus erythematosus. The 
large arteries of the pancreas were the seat of 
polyarteritis nodosa in one case. In the other, the 


acini, nor were the serum amy- 
lase levels elevated. Both patients had definite 
clinical and pathological evidence of systemic 
lupus erythematosus. The details of the clinical 
illness and pathological findings in one of these 
patients are presented. 

The differential diagnosis of acute surgical con- 
dition of the abdomen due to systemic lupus erythe- 
matosus could be made with some confidence when 
the patient had concurrent involvement of other 
organs by the lupus and particularly when there 
was an abnormal urinary sediment and leukopenia. 
Even when a diagnosis of acute abdominal emer- 
gency from this cause has been made, it must be 
remembered that in such cases intercurrent, un- 
related acute abdominal emergencies may develop. 
Exploratory surgery should not be undertaken 
lightly, for the trauma of the operation may result 
in a further deterioration of the patient's already 
serious clinical state. When this diagnosis is made, 
the patient should be treated vigorously with 
adrenal corticosteroids, and the drug should be 
given by the intravenous route if necessary. The 
authors found that the acute abdominal symptoms 
improved within 24 or 48 hours of the start of treat- 
ment with large doses of adrenal corticosteroids. 
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small arteries and arterioles were occluded by 

platelet thrombi—typical of thrombotic thrombo- 

cytopenic purpura. In neither was there necrosis 


Presse méd. 66:1305-1307 (Aug. 2) 1958 (In French) 
[Paris]. 


Fractures of the base of the skull are often com- 
ted by a transient escape of cerebrospinal 
through a natural opening in the face. Per- 

sistence of such a flow for more than a week, how- 
ever, is rare and indicates the existence of an 
osteomeningeal fistula. Conservative treatment, 
which consists in keeping the patient as quiet as 
possible in a recumbent or semirecumbent position. 


cure of the fistula but does not always eliminate 
the danger of meningitis or cerebral abscess. 
Spontaneous cures usually take place within the 
first 10 days after the injury but may occur later, 
especially when the fluid escapes through the ear. 
Conservative treatment, however, should not be 
continued for more than about 3 weeks because 
of the serious nature of the infectious complica- 
tions to which patients with osteomeningeal fistulas 
are always subject. Meningitis may appear long 
after an apparent cure of the fistula (22 months in 
one of the authors’ 20 patients) and is no less severe 
then than when it develops promptly. Immediate 
surgical treatment is indicated only in patients 
with an open fracture of the frontal sinus, but con- 


the flow is so abundant that there is a danger of 
cerebral collapse. 

A unilateral frontal flap usually provides ade- 
quate access to the lesion. Closure 
meningeal opening can be secured in ay pene 
packing with fragments of muscle: one is a 
to the internal aspect of the dura mater, 
other, coated with sulfonamide powder and 
cillin, is used to fill the opening in the bone. 
method of closure, which has been used exclusively 
during the last 5 years, has apparently produced 
better results than those obtained earlier when 
other methods and materials were tried. 


the 
vy the 
operative diagnosis was one of rupture of the sinus 
of Valsalva into the right ventricle. In the girl, 
did not have angi graphic studies, the con- 
dition was believed to be a patent ductus arteriosus 
before the surgical intervention. 

Surgical correction of the anomalies was success- 
ful in all 4 patients; the fistulas were closed and 


T Neuralgia. D. Ruge, R. Brochner and 
L. Davis. J. Neurosurg. (Sept.) 1958 
(Springfield, 


The authors report on 373 female and 264 male 
patients, between the ages of 15 and 89 years, with 
trigeminal neuralgia. Fifteen patients had the onset 
of pain before they reached their 25th year, and 7 
noted their symptoms after they were 80 years old. 
The right side of the face was the site of pain in 
393 patients, the left side in 228, and 16 had bi- 
lateral pain. Spontaneous remissions of pain for 
periods of 18 months to 7 years were observed. 
Extradural preganglionic neurotomy by way of the 
middle fossa, according to Frazier's technique 
modified by Adson, was performed on 627 of the 
637 patients. Complete sensory section was carried 
out in 556 patients. Partial selective root section 
spared the sensory innervation of the eye in 65. 
The motor root was preserved in 206 patients. 
There were 4 operative deaths, caused, respectively, 
by meningitis, subdural hematoma, hemorrhage, 
and pulmonary infarct. 
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SURGERY the left coronary artery communicated with the 
outflow tract of the right ventricle, but the condi- 
‘cal phe Fluid tion was not associated with an aneurysm of the 
- ay Mw artery or ventricle. In the 2 older boys the right 
coronary artery with a diffuse aneurysm communi- 
cated directly with the right ventricle. In the 14- 
month-old boy the large right coronary artery 
emptied into an aneurysm at the apex of the right 
ventricle. The anomalies in these 4 patients were 
believed to be congenital. The histories of the 3 
boys revealed cardiac murmurs heard as early as 
the ages of 1, 1s, and 7 months respectively. De- 
velopment was normal in each patient. All the 
children showed cardiac enlargement, and a ma- 
chinery murmur was heard at the apex or to the 
right of the sternum in each patient. The catheteri- 
zation studies revealed a left-to-right shunt into 
in aerosol form, sometimes results in a definitive the right ventricle. Angiocardiograms and aorto- 
grams localized the lesions and were diagnostic in 
the youngest and in the oldest boy in whom the 
! the aneurysms resected. Normal cardiac function 
resulted in all the patients, and no left-to-right 
shunt exists. These findings suggest that patients 
with a coronary artery arteriovenous fistula tolerate 
. well closure of the fistula and excision of the 
servative treatment may have to be abandoned in aneurysms of the artery or ventricle or both. 
favor of early operation if meningitis develops or if 
Surgery for Congenital Coronary Artery Arterio- 
venous Fistulae. E. H. Fell, M. Weinberg Jr., A. S. 
Gordon and others. A. M. A. Arch. Surg. 77:331-335 
(Sept.) 1958 [Chicago]. 
The authors report on an 18-year-old girl and 3 
boys, aged 14 months, 3 years, and 9% years, re- 
spectively, who were operated on for anomalous 
coronary arteries entering directly into the venous 
system. In the girl, a large anomalous branch of 


Transient ipsilateral facial paresis constituted an 
early postoperative complication in 41 patients, re- 
quiring commonly 1 to 4 weeks for recovery. Con- 


J.A.M.A., Nov. 22, 1958 


lv, whereas in the adult form the collateral circula- 
tion is well developed because of the prestenotic 
ostium of the ductus. 

The authors observed types of aortic isthmus 
stenosis that were intermediate between these 
forms. An adult form and infantile forms, with and 


duced the pulmonary hyptertension immediately, 
and correction of the moderate isthmus stenosis 


however, it should not be forced at the risk of an 
insecure suture. Transplantations should be re- 
stricted to a minimum. 


Preparatory Treatment and Operation in Bilateral 
Bronchiectasis. F. Spath. Arch. klin. Chir. 288:505- 
512 (No. 6) 1958 (In German) [Berlin]. 
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tralateral facial paresis with prompt recovery was 
palsy was experienced by 5 patients, and transient 
parotitis occurred in 1 patient. Continuous post- without collateral circulation, are presented. A 
operative follow-up was possible in 513 patients, 6-year-old girl was observed, who had isthmus 
308 of whom did not have latent postoperative stenosis and a maximally dilated ductus arteriosus 
complications or unfavorable results. Conjunctival with poststenotic ostium; there was no collateral 
infection occurred in 39 patients and corneal ulcera- circulation, but despite this there existed a left-to- 
tion in 19; enucleation of the injured eye was re- right shunt with extreme pressure increase in the 
quired in 6 of the latter. Postoperative paresthesias lesser circulation. The division of the ductus re- 
disturbances in 40. Two patients committed suicide, 
each of them 8 years after the surgical intervention. normalized the pressure in the systemic circulation. 
Extradural preganglionic neurotomy is the most The authors emphasize that patients with steno- 
effective surgical procedure for the treatment of sis of the aortic isthmus require surgical treatment. 
trigeminal neuralgia. Properly performed, the op- The only contraindications are severe impairment 
eration is an anatomic one which gives relief from of the cardiac function, subacute endocarditis or 
excruciating pain. Most patients, if properly pre- aortitis, and age over 45 years. The prognosis is 
pared psychologically before the operation for the unfavorable when other congenital defects are com- 
loss of sensation, which must be incurred for the bined with the stenosis of the aortic isthmus. The 
permanent relief of pain, do not suffer from pares- aim of the operation is always the direct anastomo- 
thesias which interfere with their lives. Corneal sis according to the technique of Gross-Crafoord; 
ulceration occurs only after direct trauma to an 
insensitive cornea and is not the result of a trophic 
loss, independent of injury. Facial weakness and 19 
herpes of the lips, which may occur immediately 
after the operation, are caused by excessive and V. 
unnecessary handling of the ganglion in the latter 
instance and by elevation of the dura mater from 
the floor of the middle fossa too far posteriorly in Resection in patients with bronchiectasis has 
the first instance. Patients are usually confined to proved to be one of the most gratifying operations 
the hospital for 7 to 10 days. of the thoracic surgeon. This applies particularly 
nthe Srl of rie wth bore, ste 
Isthmus Stenoses (Report on 120 Operated Cases). 
K. Kremer. H. Hilke and K. H. Willmann. Arch of patients, and while bilateral resections have 
klin. Chir. 288:513-525 (No. 6) 1958 (In German) __Dee® successfully carried out, frequently the resec- 
[Berlin]. tion of the main focus will have such a favorable 
effect on the less seriously involved side that a 
In an earlier report the authors discussed the second operation will not be necessary. The author 
clinical aspects and the surgical treatment of steno- observed 12 patients in whom this was the case 
sis of the aortic isthmus, but since then the number and presents the history of one of these. If the 
of patients with this defect whom they subjected to _Jesions are severe on both sides, bilateral resection 
surgical treatment increased to 120. On the basis of will be necessary, but the operation should be 
their observations they feel that the customary done first on the more severely involved side 
classification of aortic isthmus stenosis in infantile The fe : 
and adult forms merely on the basis of anatomi results of bilateral resection are favorable, 
y on anatomic ; 
factors is not satisfactory, because the functional provided that certain essential steps are followed 
effects of the ductus arteriosus Botalli (direction of in orderly sequence: (1) exact localization of the 
the shunt) is of decisive importance. The situational bronchiectatic lesions by 8 special bronchographic 
relationship of the stenosis to the ostium of the technique; (2) careful testing of the respiratory and 
ductus arteriosus and the absence or presence of a circulatory function by spirometry, bronchospiro- 
collateral circulation have generally been regarded metry, oximetry, and spiro-ergometry; (3) effective 
as the classical differentiating characteristics be- and prolonged local and systemic preparatory treat- 
tween the 2 forms. Thus, it is assumed that in the ment, consisting in sanitization of chronic foci of 
infantile form the lower part of the body is supplied suppuration, normalization of the blood and of the 
with blood by way of the ductus arteriosus, which fluid, electrolyte, and protein economies, also psy- 
is excessively dilated and terminates poststenotical- chotherapy and the administration of vitamins; (4) 


tested sulfonamides and of antibiotics valu- 
able. 
form of bilateral bronchiectasis, additional climato- 


therapy (sojourn at an elevation of 10 1,200 meters 
[3,900 ft]) proved helpful. A double suction drain- 


endoscopic 

should be instituted at once in order to reinflate the 

remaining lung, because, should atelectasis persist, 
will 


of 
to 2 years. In cases of long duration, the lesion 
being deep and its development insidious, the 
patient was not aware of it, but even in these pa- 
tients a detailed history might have facilitated dif- 
ferential diagnosis from cancer and nonspecific 
mastitis 


Tuberculosis of the breast is usually not accom- 
panied by active tubercular lesions elsewhere in 
the body. The principal routes of infection are 
probably through the blood stream and the lym- 
phatic system. Pregnancy, lactation, secondary in- 
fection, and trauma are important stimulating fac- 
tors. Tuberculosis of the breast is a localized proc- 
ess, and early diagnosis and treatment can bring 
about complete cure. The early stage of lesions of 
the nodular type may be treated conservatively by 
employing supportive measures and by adminis- 
tration of antituberculous drugs before and after 
operation. In the series presented early excision 
prevented spread of the disease and resulted in 
satisfactory healing of the lesions in 9 patients. 
When the tuberculous process involves more than 
one-third of the breast in patients with confluent 
and scirrhous-type lesions, simple mastectomy com- 
bined with preoperative and postoperative admin- 
istration of antituberculous drugs is the treatment 
of choice. Antituberculous drugs and other anti- 
biotics may be used simultaneously for the treat- 
ment of secondary pyogenic infections. For the 
treatment of tuberculosis of the breast complicated 
by external fistulas, early simple mastectomy is 
advocated. According to the author 7 patients sub- 


Idiopathic Retroperitoneal Fibrosis: A Condition 
Involving the Ureters, the Aorta, and the Inferior 
Vena Cava. E. Hackett. Brit. J. Surg. 46:3-9 (July 
1958 [Bristol, England]. 


The disorder becoming known as “idiopathic 
fibrosis” consists of a dense flattened 
plaque of fibrous tissue which lies immediately 
anterior to the bodies of the lumbar vertebrae and 
the fascia covering the front of the iliopsoas muscles. 
It can extend across the midline, surrounding the 
great vessels, or may be on one side only. It may 
be confined to the level of the kidneys, to the brim 
of the pelvis, or to an intermediate area. In the 14 
men and 6 women, between the ages of 23 and past 
60, whose cases were collected from the literature, 
the plaque of fibrous tissue always enveloped and 
progressively constricted some or all of the struc- 
tures which lie in the same site—the ureters, the 
aorta, the inferior vena cava, and the common iliac 
vessels. The histological reports showed the plaque 
to be composed of normal fibroblasts and collagen 
with some foci of cells of chronic inflammatory 
type; it had the general nature of a scar or keloid 
and not that of a fibroma or fibrosarcoma. 
The author reports 2 additional cases of this dis- 
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proper evaluation of the indications for the opera- 
tion, and meticulous surgical technique; and (5) 
systematic and effective after-treatment. 
In the preparatory treatment, serial endoscopic 
suctioning off, irrigation, and instillation of pre- 
age forces expansion of 
application of a depot (long-acting) anesthetic to 
the irritated intercostal nerves near the surgical 
wound will facilitate painless expectoration im- 
mediately after the patient awakens. All measures 
that promote expectoration should be employed. 
Continuous observation of the patient will make 
possible early recognition of dangerous atelectasis 
in the residual lung. If atelectasis has developed, 
Tuberculosis of the Breast: Report of 25 Cases. 
T. T. Yeh. Chinese M. J. 77:63-69 (July) 1958 (In 
English) [Peking]. 
The author reports on 1 man and 24 women, be- 
tween the ages of 17 and 45 years, with tuberculosis 
of the breast. The right breast was involved in 15 
of the 25 patients, and the left in 11; 1 patient had 
bilateral involvement in successive stages. The 
outer-upper quadrant was the most common site 
of the lesion. The interval between noticing a pain- 
less lump and obvious local infiltration was usually 
1 to 2 months. This fact is of practical significance 
in early recognition. The duration of the disease 
tubercular lesion was indistinct on palpation, and 
the breast was usually not enlarged. After a quies- 
cent period the lesion gradually enlarged, and hard 
and soft areas occurred with irregular margins. At 
this time the tissues and skin surrounding the mass 
were infiltrated and adherent. There was mild 
tenderness, swelling, and reddish discoloration of 
the skin. Deviation of the axis of the nipple was 
observed in 9 patients in whom the mass was close 
to the areola. A huge cold abscess, with pus dis- 
charging from the nipple, was observed in 3 pa- order in 2 men, aged 40 and 54 years. The younger 
tients in whom the mass softened and manifested of the 2 died, and autopsy revealed the lesion to 
a cystic sensation. As a rule, constitutional symp- be fully developed. In the second patient, laparot- 
toms were absent. The general condition was either omy revealed the lesion to be in an early or abor- 
good or average in 21 patients. tive stage. These 2 cases bring the total of those 


23; 


ney was carried out in 12, 3 were subjected to 

omy only, 2 had and 4 had 
diagnostic laparotomies. Irradiation treatment was 
given to 3 patients; the doses were 600, 840, and 
4842 to 6000 r. There was apparent improvement 
in 2 patients, but no improvement or histological 
change occurred in 1. So far no satisfactory cause 


i 
i 
= 


. S. Wallensten. Acta chir. scan- 


types I and II) in patients with peptic ulcer. In a 
series of 1,769 Billroth II resections there were 12 
deaths caused by acute postoperative pancreatitis, 
while in a comparative series of 605 Billroth I re- 
sections there were no deaths attributed to acute 
postoperative pancreatitis. Hyperdiastasuria oc- 
curred in 18 patients (16%) after 117 Billroth I 
resections and in 5 patients (9%) after 55 Billroth I 
resections. The difference in the incidence of hyper- 
diastasuria after the Billroth I and II resections is 
not considered significant. there is pene- 
tration of the ulcer into the pancreas does not seem 
to affect the incidence 


and need not be limited to palliative re- 
section. Although the etiology of postoperative pan- 
creatic disturbance (acute pancreatitis and hyper- 
diastasuria, respectively) is still relatively obscure, 
analysis of the data would seem to indicate that 
their cause is related in some way to the operative 
method. Duodenal and afferent loop stagnation are 
adjudged as being of importance in the etiology of 

disturbances 


postoperative after Billroth II gastric 
resections. 
Studies the Immediate 


During Postoperative Period 
Following Total Body Perfusion. E. C. Matthews, 
L. C. Clark, F. K. Edwards and others. A. M. A. 
Arch. Surg. 77:313-318 (Sept.) 1958 [Chicago]. 


The authors carried out physiological studies 
during perfusion and the immediate postoperative 
period in 10 consecutive patients, between the 
ages of 1 and 15 years, who were operated on for 
various congenital cardiac defects. Results showed 
that, if patients are perfused with fully oxygenated 
blood of normal pH at a rate which yields venous 


Brit. J. Gedy) England}. 
The authors 


patients. The outstanding clinical feature of the 
16 patients was the rapid development of a state 
of irreversible acute peripheral circulatory failure. 
Diarrhea was an inconstant feature, but it was 
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worted to 22. Surgical treatment was carried out oxygen saturation in excess of 50%, metabolic 
Z except | patient. Of the 21 patients operated acidosis does not occur. There is no need to per- 
successful dissection to free the ureters or kid- fuse at alkaline pH's in anticipation of ensuing 
metabolic acidosis or to administer alkali during 
the postoperative period. In the postoperative 
period, a more or less constant pattern for all the 
patients appeared from the intermittent arterial 
sampling. Initial pH values were usually low, the 
lowest being 7.25, but they showed a steady rise, 
so that most were normal by 3 hours and all were 
Re the condition. The author within the range of normal by 6 hours. The carbon 
believes that in some, and perhaps in most cases, dioxide contents initially were elevated and re- 
it is produced by organization of a hematoma or mained so during the sampling period. The carbon 
of a fibrinous effusion. The treatment should be dioxide pressure likewise was initially elevated but 
surgical. showed a tendency to fall during the sampling 
period. The over-all picture was one of mild respira- 
Acute Pancreatitis and Hyperdiastasuria after Par- tory acidosis. 
tial Gastrectom [i ie Thus, postoperative respiratory acidosis, com- 
dinav. 115:182-188 (No. 3) 1958 (In English) [Stock- parable to that reported in patients undergoing 
holm]. thoracotomy for procedures not involving perfu- 
; — sion, may occur, but it is mild and of short dura- 
nano the on. postoperative. deaths ascribed 
meen | ft ; trie esection (Billroth other workers to oxygen toxicity, did not occur in 
these patients, and evidence of oxygen toxicity was 
not observed in these or other patients who were 
consistently perfused at arterial oxygen tensions 
ranging between 500 and 550 mm. Hg. The po- 
tential hazard of producing oxygen bubbles in the 19 
patient's arterial system exists, since the solubility 
of oxygen in blood is decreased with increasing V. 
temperatures; it is, however, obviated if the blood 
in the pump-oxygenator is maintained at the tem- 
perature of the patient's blood. 
Acute Necrotizing (Pseudomembranous) Entero- 
between the ages of 27 and 67 years, with acute 
necrotizing (pseudomembranous) enterocolitis. Of 
the 16 patients, 14 had been subjected previously 
to abdominal operations, and the enterocolitis oc- 
curred in them as a postoperative complication. 
The operation which most frequently preceded the 
condition was gastrectomy. The enterocolitis was 
associated with heart disease in the remaining 2 
sometimes severe. Symptoms occurred within 2 to 
6 days after the surgical intervention, and all the 
patients died within 48 hours of the onset. 
Autopsy which was performed on all 16 patients 
revealed that necrosis of the intestinal mucosa, as- 
sociated with thrombotic occlusion of the related 
capillaries and venules, was the most prominent 
pathological feature. The changes may be wide- 
spread, localized, or focal in distribution, and they 
may occur in any part of the small or the large 
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intestine and occasionally in the stomach. Super- 
ficial inflammatory exudation was not a constant 
finding, although in many patients it did constitute 
a distinct pseudomembrane. Concerning the causa- 
tion and pathogenesis of the disease, the authors 
were unable to confirm the concept that a vaso- 
motor disturbance associated with shock may be a 
causal condition. Before ascribing a causative sig- 
nificance to antibiotics, it should be noted that 
necrotizing enterocolitis was recognized, particular- 
ly as a postoperative complication, for many dec- 
ades before their introduction. The hypothesis that 
necrotizing enterocolitis is directly due to infection 
of the intestine by enterotoxin-producing strains of 
Staphylococcus pyogenes \ var. aureus must be re- 
garded as unproved, and there is considerable cir- 
cumstantial evidence against the acceptance of this 
concept. Staphylococcic enteritis and acute necrotiz- 
ing enterocolitis are probably not directly related, 
although they may occur together. Attention should 
be paid to the possibility that other bacteria, such 
as varieties of Clostridium welchii, might be the 
cause of acute necrotizing enterocolitis; the possi- 
bility that the disease may be due to a virus infec- 
tion should also be considered. In the postoperative 
cases the clinical diagnosis between acute necrotiz- 
ing enterocolitis and high obstruction of the small 
intestine is difficult; immediate laparotomy is, 
therefore, advised. Treatment for shock and the 
administration of erythromycin and adrenal hor- 
mones have so far proved ineffective. 


Internal-Mammary-Artery Ligation for Angina Pec- 
toris: Its Failure to Produce Relief. R. G. Fish, T. F. 
Crymes and M. G. Lovell. New England J. Med. 
259:418-420 (Aug. 28) 1958 [Boston]. 


The authors report on the results of bilateral 
internal mammary artery ligation in a group of 24 
selected patients with moderate or severe angina 
pectoris. All the patients were males, ranging in 
age from 32 to 64 years. In 22 patients the diagnosis 
of angina pectoris was made on the basis of a 
classic history, with transient electrocar 
ST-segment or T-wave changes accompanying pain, 
or electrocard y proved transmural myo- 
cardial infarction at some time in the past. The 
character, duration, and progression of pain, re- 
quirements of glyceryl trinitrate (nitroglycerin), 
exercise tolerance, and occupational history were 
carefully noted. Eleven patients (46%) had previous 
transmural myocardial infarction; 10 (42%) had 
angina decubitus on admission. In 20 of the 24 
patients on whom internal mammary artery ligation 
was performed, there was an initial marked im- 
provement in the immediate postoperative period, 
which lasted for approximately 10 to 60 days. This 
period of improvement was marked by electro- 
cardiographic stability, an increased exercise toler- 
ance, and a reduction in the quantity of glyceryl 
trinitrate required. This improvement was partic- 


ease. In most of the remaining patients there was 
definite regression, with development of recurrent 
angina. The condition was such that at the time 

own opinion ex moderate improvement 
and 2 who believed that they were slightly im- 
proved. In the remaining 18 patients the anginal 
syndrome resumed its preoperative course. Wheth- 
er or not the survival time of these patients has 
been increased by an operation that failed to alter 
symptoms is an interesting speculative aspect of 
this and other surgical attempts to revascularize 
the myocardium. 


Citrate Intoxication: A Clinical and Experimental 
. J. Ludbrook and V. Wynn. Brit. M. J. 2:523- 
528 (Aug. 30) 1958 [London]. 


The authors report on 3 men, between the ages 
of 24 and 55 years, and on a 44-year-old woman 
who were operated on with the aid of hypothermia 
for the following conditions: an aortic thrombosis 
extending up to the level of the renal arteries (2), 
an aortic aneurysm situated in the region of the 
11th to 12th thoracic vertebrae, and a hemangioma 
of the liver with associated cirrhosis. In the course 
of the operation the 4 patients were given infusions 
of citrated blood, and high plasma citrate levels 
occurred during the infusions. One patient died 
with signs attributable to citrate intoxication. These 
observations induced the authors to study the 
metabolism of the infused citrate in dogs and in 
normal persons. A linear relationship between the 
rate of infusion of citrate and the rise in plasma 
citrate level was observed in normal men and dogs. 
For each 1 mg. of citrate infused per kilogram of 
body weight per minute, the rise in plasma citrate 
level was about 20 mg. per 100 cc. in dogs and 
12.5 mg. per 100 cc. in man. By using a constant 
infusion technique, it was shown that in dogs about 
40% and in man about 20% of the infused citrate 
was excreted in the urine, and the remainder was 
metabolically destroyed. In both dog and man 
lowering the body temperature to 28 or 29 C (82.4 
or 84.2 F) by surface cooling (hypothermia) was 
shown to reduce the rate of metabolic destruction 
of citrate by 30 to 40%. 

From these findings it would seem that the in- 
fusion of citrated blood at less than 1 pt. (540 cc.) 
in 5 minutes in an adult is unlikely to cause a 

rise in the plasma citrate level, 
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ularly dramatic in patients who entered the hos- 
pital with angina decubitus and who continued to 
have occasional episodes of rest angina up to the 
time of operation—an improvement which in the 
light of subsequent findings is difficult to explain. 
Two patients died during the subsequent follow-up 
period, one patient succumbing 3 months after op- 
eration of bronchopneumonia complicating influ- 
enza, the other death occurring 5 months after 
operation as a direct result of coronary artery dis- 


Valvular Stenosis. 
(In Spanish) [Mexico, D. F.]. 


closure of the gap in the interatrial septum. In the 
group of with pure pulmonary valvular 


ficiency of the left heart. Eight pa- 
with the pure valvular malformation and 10 
living, more than 4 years 


artery was either normal or greatly improved. In 
patients with Fallot’s trilogy the results of the op- 
eration with either technique were fair. Oxygen 
saturation of the peripheral blood increased from 
87 to 93%. Evaluation of either technique is diffi- 
cult, because the results of the operation depend 
on the severity of the predominant malformation, 
either valvular or septal. The author concludes that 
the ideal operation for pulmonary valvular stenosis 
alone or with Fallot’s trilogy is transatrial valvu- 
lotomy, which permits opening of the arterial valve 
down to the ring or else resection of a segment of 
the valvular apex. Transatrial valvulotomy prevents 


tension in the presence of a small foramen ovale, 
the correction of the valvular condition alone re- 
sults in controlling the lesser circulation. Exclusion 
of circulation in cases of pure pu 


sion, and in this case the weal oxygena- 
tion should be used. In cases of Fallot’s trilogy, 
transatrial valvulotomy cir- 


normality. Transatrial valvulotomy is indicated in 
all patients with pulmonary valvular stenosis or 
with Fallot’s trilogy. The patients regain a normal 
status after the operation. 


The Conservative Treatment of Hemangiomas in 
Infants and Children. H. M. Blackfield, F. A. Tor- 
rey, W. J. Morris and B. V. A. Low Beer. J. Internat. 
Coll. Surgeons 30:255-261 (Aug.) 1958 [Chicago]. 


Spontaneous involution of hemangiomas 


pearance of Lister's paper in 1938, in which he 
reported a clinical study of 97 children with in- 
voluting hemangiomas, that adequate attention was 
focused on this . During the 4 years 
of the present study, in which the authors wished 
to verify the occurrence of spontaneous involution 
and to observe its various stages, they were im- 


pressed by the fact that the lesions in patients 
undergoing treatment were involuting in the same 


manner as the untreated ones, thereby casting 
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that the rate of citrate metabolism is not reduced. the peripheral arterial blood was more marked 
However, in metabolically abnormal patients, with after the transatrial than after the transventricular 
liver disease or with anuria, in those whose body operation, and the gradient of systolic pressure 
temperature has been rendered abnormally low, between the right ventricle and the pulmonary 
or in those with impaired liver circulation or ap- 
plication of clamps to the thoracic or the high ab- 
dominal aorta, the ability to clear the plasma of 
citrate may be so impaired as to make high plasma 
citrate levels a real danger. If there are good re- 
sons for suspecting that a high plasma citrate level 
is the cause of otherwise unexplained hypotension 
or cardiac arrhythmia, calcium chloride should be 
given. Prevention is possible in planned surgical 
procedures when blood may have to be given 
rapidly (and when one or more of the circumstances 
which depress the rate of clearance of citrate from 
the plasma are present) by having available blood 
collected without the use of citrate. a 
It is not followed by cardiac insufficiency or by 
postoperative mortality. The systolic pressure in 
the ventricle becomes normal or almost normal. 
The systolic pressure of the pulmonary artery in- 
creases. The interatrial gap is easily closed under 
direct vision. In cases of Fallot's trilogy, with the 
the de diologia,. of Mexico lesser circulation maintained by ventricular hyper- 
City, between 1952 and 1958. Nine patients had 
pure pulmonary valvular stenosis, and 15 had this 1 
malformation with interatrial communication (Fal- Vv. 
patient under 
hypothermia, unless there is an infundibular le- 
tricular exploration of the pulmonary valve before 
valvulotomy. In the remaining 23 patients the 
treatment consisted of a valvulotomy, alone or with culation facilitates correction of both the interatrial 
and the septal malformations in a short time. The 
period of extracorporeal circulation should never 
exceed 8 minutes for the correction of each ab- 
of 
fancy and childhood was reported in the literature 
—_ as early as 1888, although it was not until the ap- 
wit 
having elapsed since the operation. 
Preoperative and postoperative clinical observa- 
tions and the results of electrocardiograms and of 
roentgenograms of the chest and of angiography, 
as well as the results obtained from catheterization 
of the right heart, proved that the transatrial tech- 
nique is far superior to the transventricular 
technique. In patients with pure pulmonary val- 
vular stenosis the increase in oxygen saturation of (i 
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serious doubt upon the effectiveness of treatment. 
following 


involuting type of hemangioma: (1) involuting (in- 
fants)—superficial, combined (superficial and deep). 
and deep; and (2) noninvoluting (adults)—port-wine 
stain (nevus fammeus) with or without subsequent 


conservative excision can be accomplished, as the 
vascular tissue will involute spontaneously. Plastic 


al measures are necessary to remove the resi- 


phenson. 
(Aug.) 1958 [Chicago]. 


Until such a time as criteria are available that 
will permit definitive differentiation of the aggres- 
sive from the regressive angiomatous tumors, these 
tumors are best managed by surgical excision. Sur- 
gical excision should be undertaken at the first 
appearance of the tumor so far as the welfare of 
the patient is concerned. Excision can often be 
accomplished with the patient under local anes- 
thesia or, on an outpatient basis, under brief gen- 
eral anesthesia. Management of these neoplasms is 
minimized in the event of early surgical interven- 
tion, which prevents extension and complication of 
the growth. In the present series no recurrence was 
noted after surgical excision, despite the fact that 
many of the patients were operated on during a 
period of tumor growth. 


Forcible Blood and Fluid Injection into the Arterial 
System for Patients in Terminal States. V. P. Ra- 
dushkevich. Vestnik khir. 81:15-19 (Aug.) 1958 (In 
Russian) [Leningrad]. 


The author evaluates the method of forcible blood 
and fluid injection developed by V. A. Negovski in 
the treatment of terminal cases. The method con- 
sists of injection under pressure of blood and blood 
substitutes into the peripheral arteries or into the 
ascending aorta. The author reports on 224 patients 
who when dying were treated by this method. The 
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provement only of the remaining 15 being due 
injuries which were incompatible with life. Of 
blood pressure readings of 40 to 50 
18 have recovered. In 11 cases 
of clinical death, 6 patients have recovered, and of 
3 patients in the agonal state, 1 has recovered. The 
author advocates forcible intra-arterial blood trans- 

severe 


Transfusion 
. Vestnik khir. $1:42-44 


metaphysis was used, in 61 the inner 
and in 12 the exterior condyle of the ‘oe ae 
author emphasizes that in young children the 
sternum should not be employed for this purpose. 
The intraosseous administration of 


Early Surgical Correction of Inguinal Hernias in 
Infancy and Childhood. W. B. Kiesewetter. A. M. A. 
J. Dis. Child. 96:362-367 (Sept.) 1958 [Chicago]. 


The author reports on the results of 453 inguinal 
herniorrhaphies: 410 (91%) of this series were in 
boys; 43 (9%) were in girls. The right side was 
involved in 41%, the left in 19%, and both sides in 
40%. Although both the direct and the indirect 


is of significance, as 99.6% of the 453 inguinal her- 


bilities exist in the pathogenesis of indirect 


ee treatment was successful in 47.2% of the patients, 
in 29.5% the response was transient only, and in 
differentiate between the involuting and the non- 23.1% there was no response. Twenty-four of the 
ee patients were treated by blood transfusion into the 
growth, true cavernous with or without subsequent 
growth, and venous racemose aneurysms and arte- 
riovenous fistulas. 
When surgical treatment is forced by parental 
pressure and is attempted during the growing 
phase of the large involuting type of hemangioma, 
the tumor can rarely be completely excised, and 
growth will continue in the residual vascular tissue neurosurgical cases. 
until the latent period is reached. If operation is 
(Aug.) 1958 (In Russian) [Leningrad]. 
dual disfigurements of the large hemangioma; how- The author Spars Gh CRseSES blood and 
ever, such procedures, when performed a number plasma transfusion in 118 infants and children, 
of years after the involution of a large hemangioma, whose wom to 14 yours. In the 
are much simpler and less dangerous than when shock or hemorrhage 
attempted in infancy. Radical methods of treatment The quantity of the 
that may damage or prevent the growth of normal ~y — = varied from 30 he 
cc. In 84 of the patients the superior tibial 
. The Management of Vascular Tumors. K. L. Ste- 
Coll. Surgeons 30:229-248 
plasma was found to be very effective as an anti- 
shock measure and is advocated by the author as 
the method of choice for blood transfusion in 
infants and in children. 
types of inguinal hernias are possible in children 
as in adults, the indirect variety is the only one that 
never go on to complete fusion. 2. A closed pro- 
cessus vaginalis may be wedged open by an increase 
in intra-abdominal pressure. In either event a com- 
munication exists between the peritoneal cavity 
and the inguinal-scrotal area. 
The age at onset of symptoms in 130 (54%) of the 
243 patients whose parents replied was 6 months 
or less. Twenty-four of the 453 patients were ad- 
mitted to the hospital because of an incarceration; 


16 of the infants were under one year of age. Six 
of the patients required emergency surgery as the 
incarceration could not be reduced. There were 
only 2 recurrences in the 243 patients followed up, 
a rate (0.8%) that compares favorably with the 5 


Medizinische, no. 29/30, pp. 1132-1133 (July 26) 
1958 (In German) [Stuttgart, Germany]. 


During the past year the author performed 136 
lumbar punctures in the neurological department 
of the District Hospitals in Salzburg, Austria. 
Immediately after the puncture, 10 to 20 cc. of 
isotonic sodium chloride solution, depending on 
the amount of the removed cerebrospinal fluid, was 
injected into the epidural space. By this technique, 
drainage from the puncture point, the main cause 
of a patient's complaints after the puncture, was 
prevented. The epidural sodium chloride plombage 
acts as a liquid cushion, which prevents the escape 
of cerebrospinal fluid from the spinal space into the 


tained with 100 lumbar punctures performed ac- 
cording to the same method at the neurological 
clinic of the University in Innsbruck, Austria. 


Suicidal F. G. Norbury. Illinois M. J. 
114:99-101 (Sept.) 1958 [Chicago]. 


Suicidal deaths occur in the United States at the 
rate of 17,000 per year. Although ingestion of 
poisons ranks below firearms and hanging as causes 
of suicide, poisonings account for about 80 suicidal 
deaths a year in Illinois. Most suicidal attempts do 
not end in death, and they frequently go unre- 
ported, so that no accurate figures are available as 
to their incidence. Every hospital emergency room 


portant segment of 
Friends or relatives usually bring poisoned indi- 
viduals under medical observation before death 
supervenes, and suicidal poisoning usually can be 
successfully treated. Patients attempt suicide 
with barbiturates and other hypnotic drugs usually 
obtain these drugs on prescription. These patients 

the attempt is made. With the recent increasing 
popularity of newer sedatives and ataractic drugs, 
suicide attempts with these products will occur 
more frequently. Attempts have been reported with 
glutethimide (Doriden), meprobamate (Miltown, 
Equanil), and chlorpromazine (Thorazine). 
Because suicide attempts so frequently involve 
the use of prescription drugs, the medical profes- 
sion must bear some of the responsibility for their 
prevention. The possibilities of a suicidal trend 
should be considered in patients whose symptoms 
are of an emotional nature or are vague. Evidences 
of depression, impulsive behavior, obsession with 
insomnia, deficiencies in judgment, and alcoholism 
are all signs that should lead to wariness in pre- 
scribing large doses of sedatives. Care in prescrib- 
ing involves limitations on amount and on refills. 
The patient-physician relationship may be a power- 
ful factor in suicide prevention. Patients often wel- 
come the chance to talk about their depression and 
suicidal thoughts if the opportunity is offered them 
by the physician. When suicidal trends are sus- 
pected, it is imperative to inform a member of the 
family of the risk, and it may be necessary to have 
the family control the supply of drugs. The method 
of attempted suicide may offer clews to the person- 
ality of the patient and act as a guide to therapy. 


Aneurysms of the Middle Cerebral Artery: A Re- 
port on 52 Cases. G. af Bjérkensten and H. Troup. 
Acta chir. scandinav. 115:153-159 (No. 3) 1958 (In 


English) [Stockholm]. 


During the years from 1937 to 1956, 184 patients 
with intracranial aneurysms were admitted to the 
department of neuro-surgery of the Finnish Red 
Cross Hospital in Helsinki. Of the 184 patients, 52 
had aneurysms of the middle cerebral artery, 27 
of which were on the left side and 21 on the right. 
Two patients had bilateral aneurysms. One patient 
had aneurysms of the right middle cerebral and 
left pericallosal arteries, and another had bilateral 
middle cerebral aneurysms with a third aneurysm 
of the left pericallosal artery. Thirty-five of the pa- 
tients were subjected to surgery—carotid ligature 
was not done in any instance—and the remaining 
17 patients were treated conservatively. Fifty-one 
of the patients had shown the typical clinical pic- 
ture of subarachnoid hemorrhage, and this finding 
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to 10% recurrence in adults. Only 4 of the patients 

had even slight asymmetry between the testes. 

Complications from the procedure were of 3 types: 

wound infections (8); “collodion burns” (2); and 

iatrogenic cryptorchidism (2). Of the 6 courses sup- 

posedly available for the correction of inguinal 

herniation—permitting spontaneous resolution; as- 

piration in the event of hydrocele; injection of 

sclerosing agents; preoperative medication, eleva- 

tion of the foot, and application of an ice bag to 

the affected area; wearing of trusses; and surgery— 

the latter is, in the opinion of the author, the only 

rational and correct method of therapy for the 

condition. 

NEUROLOGY & PSYCHIATRY 
“Sodium Chloride Plombage” Used for Prevention 
l | 
Vv. 

epidural space. The method is simple, free from 

risk, and may be performed without notable ex- 

penditure of time and money. Only 3 of the PO 

136 lumbar punctures were followed by mild — 
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was confirmed by puncture in 43. Eighteen the head in a darkened room will light up the en- 
patients had no focal neurological signs; 22 patients tire head an orange-red light, giving an ap- 


were or had been at one time hemiplegic or hemi- 
paretic; and in 2 patients (1 of whom was hemi- 
plegic), who exhibited hemianopsia, a temporal 
expansion was found at angiography. In all 23 pa- 
tients with focal signs the aneurysm was found on 
the contralateral side. Approximately half of the pa- 
tients exhibited definite lateralizing signs. Of the 17 
patients treated conservatively, 9 died of recurrent 
hemorrhage at the following intervals: 3 within 10 
days, another 3 within a month, | at 4% months, 
and 2 over 2 and 3 years, respectively, after the ini- 
tial hemorrhage. One patient survived, severely dis- 
abled for 2% years, but with no symptoms of recur- 
rent hemorrhage, only to die of cancer of the lung. 

Four (11%) of the 35 patients operated on died. 
Postoperative angiograms performed on 21 of the 
31 surviving patients revealed that in 11 cases there 
was no filling of the aneurysm, in 5 the aneurysm 
was still filling, and in 5 others the aneurysm was 
in much the same condition as it was preoperatively. 
No patient surviving operation has died, nor have 
any had symptoms suggestive of recurrent sub- 
arachnoid hemorrhage. In 7 patients there was 
hemiparesis or hemiplegia preoperatively, and in 3 
more it was noted immediately after operation, 
while 1 other patient developed hemiplegia 15 days 
after operation. Only one patient in the entire 
group was hypertensive, although all the patients 
were over 40 years of age. Of those patients who 
had epilepsy preoperatively, 1 died, while the other 
2 have been controlled by antiepileptic medication. 
Of the 7 who had epileptic seizures postoperatively, 
6 had electroencephalographic foci in the corre- 
sponding frontotemporal region, and 1 had gen- 
eralized epileptic dysrhythmia. The authors draw 
attention to the advisability of prophylactic = 
leptic therapy and suggest that hypothermia will 
prove particularly valuable in this type of aneurysm 
in which, for anatomic reasons, complications will 
perhaps always be more frequent than in aneurysms 
in other locations. 


H » 
South African M. J. 32:773-774 (Aug. 2) 1958 [Cape 
Town]. 


Transillumination of the infant head is a sign 
deserving of greater prominence, inasmuch as it is 
simple to elicit and requires only a darkened room 
and a source of illumination—a pocket torch has 
been used with success. Normally, and where the 


4% 


positive 
—believed to be the first reported 
infant with a large head measuring 19% 
cumference. An electroe 
tle or no electric activity on the left 
right, however, high-voltage delta 
recorded. Five months later the child had shown 
no neurological improvement, irritability had in- 
creased, and the head had enlarged to a circum- 
ference of 22" in. 


Paragonimiasis of Central Nervous 
servations on 76 Cases. Y. C. Shih, Y. H. Ch’en and 
Y. C. Chang. Chinese M. J. 77:10-19 (July) 1958 (In 
English) [Peking]. 


The authors report on 1 female and 75 male pa- 
tients with paragonimiasis of the central nervous 
system, who were admitted to the 
service of the First Medical College in Shanghai be- 
tween 1951 and 1955. Paragonimiasis is a parasitic 
disease caused by the lung fluke, 
westermani. The lung was involved in all 76 pa- 
The brain was involved in 71 patients, whose 
symptoms consisted of headache, epileptic seizures, 
and motor disability. The site of predilection was 
the temporal lobe. The spinal cord was involved 
in 8 patients, 3 of whom also had involvement of 
the brain. Of 69 patients subjected to roentgen-ray 
examination of the skull, only 9 showed abnormal 
findings, with osteoporotic lesions in the dorsal 
region of the sella turcica and enlargement of the 
hypophysial fossa, indicating increased cranial 
pressure. Two patients had a discernible side-to- 
side shift of the calcified pineal gland. Pneumo- 
encephalographic studies revealed evidences of a 
mass-occupying lesion mixed with various degrees 
of brain atrophy in many patients. While pneumo- 
encephalography was of great diagnostic impor- 
tance, cerebral angiography was of little aid in the 
diagnosis of the disease. 

Thirty-one of the 76 patients were subjected to 
33 operations. Complete resection of the lesion was 
performed in 12 patients, and an adult worm was 
found in 8 of these; in 2 of 12 patients in whom 
partial resection was done, an adult worm was 


i 

pearance rather like a Chinese lantern. The vessels 
of the scalp and the basal structures of the brain 
stand out in dark contrast to the reddish glow of 
light through the brain. 

Transillumination of the Infant Head Demon- 

cerebral cortex is more than 1 cm. thick, the test is 

negative, and the head does not transilluminate. 

When hydranencephaly is present or when the 

cerebral cortex is very thin, a light placed behind 


the malignancy was present when 


was established 


the initial operation was performed. 


graphy); 


= 


l 
yynecograp! 
|aparotomy 
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The ages of the 82 patients ranged from 32 to 78 

years, with 

(36.6%) of the 82 patients had never been pregnant. 


The latter figure is surprising, as parity has seemed 
to have more than a casual relationship to cervical 


indications for subtotal 


the stage 2 and stage 3 categories, showing the 


degree to which the cancer had progressed beyond 
the limits of the cervix by the time the patient had 
made her initial visit to the clinic. Only 5 of the 
stage 2 patients have survived, 3 of them for 5 
years or more. Each of the 3 is living with disease, 
com by rectovaginal fistula in the first and 
third patients and by colostomy and chordotomy 
in the second. Only 1 of the 11 patients with stage 
4 cancer is living 4 years after treatment and with 


radiation, consisting of either radium or radiocobalt 


School of Tuberculosis. R. Mande, A. 
Herrault, P. Loubry and C. Bouchet. Semaine 
(June-July) 1958 (In F ) 


become 

plosive 

been called “school epidemics of tu 

These collective school 

in 

point of 

demic 

most 

exposed 

is now of 

France. Tuberculosis in school epidemics is char- 
acterized by the appearance of the disease in an 
unusually large number of children, by the rela- 
tively short time within which the cases occur (an 
average of 8 weeks), and by the frequency of 
severe forms. It is to be noted that no instance of 


The origin of the tuberculous infection was es- 
tablished in 19 of 25 school epidemics studied by 
the authors. In 10 of these outbreaks, it could be 


regular 
bers of the teaching staff essential. 


Mouriquand and D. Germain. Semaine hép. Paris 
$4:1813-1871 (June-July) 1958 (In French) [Paris]. 

This study of medullary iron in patients with 
acute rheumatic fever is based on 119 myelograms 
obtained from 87 children, ranging in age from 5 
to 15 years. The acute stage of rheumatic fever is 


distinct in the initial stage of the disease, i. e., the 
first 10 days after the onset of the articular mani- 
festations. The restoration of the medullary iron 
to normal was found in 46 myelograms obtained 
after treatment with deltacortisone or hydrocorti- 
sone, given in the usual doses, for from 1 to 8 weeks. 
The sideroblast level was equal to or higher than 
20% in 39 of the 46 patients (84.8%). The extra- 
cellular iron considerably reduced: in 34 pa- 


| 

carcinoma. The ages at which the nulliparous pa- 

tients had their supravaginal hysterectomies per- 

formed varied from 18 to 52 years, and 10 of the 

nulliparous patients had undergone subtotal hyster- 

ectomy before the age of 30, which may help to 

explain the low fertility of the entire group but 

leaves unexplained the EE 

the subtotal hysterectomies were performed for 

uterine fibroids. More than one-half (49) of the 
traced to the teacher, in 8 to a pupil, and in 1 to a 
member of the auxiliary personnel. The knowledge 
that group contamination may occur in schools 

ean ; = ag survival rate for the 82 patients Study of the Medullary Iron in the Course of Acute 

8 The therapy given to the 82 patients was basically 

(Co) administered intravaginally and usually fol- 

lowed by external radiation; several patients re- 

ceived Co” intracervically. In recent years selected 

patients have received intravaginally administered 

Co”, followed by radical cervicectomy and bilateral 

pelvic lymph-node excision. When hysterectomy is marked by a fall in the number of sideroblasts, 

indicated, the only operation justified is total hys- Contrasting with an increase in extraerythroblastic 

terectomy, as this method offers the only absolute iron, which is often considerable. Normalization of 

method of eradicating carcinoma of the cervical the medullary iron level occurs when the inflam- 

stump. In all patients on whom hysterectomy is to matory process subsides, either spontaneously or, 

be performed, a thorough study of the cervix by even more often, as a result of therapy. The changes 

cytological and biopsy methods and the routine Observed in the present series were particularly 

dilatation and curettage of the fundus and cervical 

canal must be done. 

PEDIATRICS 

ee tients it was normal (0 to 1+-); in 10, 2+-; and in 2, 

Epidemics of tuberculosis have changed greatly 3+-, which was the highest level observed. 

in recent years. Infection occurs at a much higher The significance of these changes in the medul- 

age than before, and tuberculosis has become rare lary iron becomes clear in the light of studies by 

in small children except in cases of direct family many workers on iron metabolism in the course of 

contamination. In contrast to this general tendency, infection. These studies show that in the presence 

collective contamination of children in schools has of inflammation iron is blocked in the reticuloen- 
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Septicemia of the Newborn. W. L. Nyhan and 
M. D. Fousek. Pediatrics 22:268-278 (Aug.) 1958 
[Springfield, Il.]. 


The authors reviewed the records of all infants, 
less than 30 days of age, who were admitted to the 
pediatric service of the Grace-New Haven Com- 
munity Hospital in New Haven, Conn., between 
January, 1933, and July, 1957, and from whom 
positive blood cultures were obtained. From these 
patients 70 boys and 36 girls were selected, in 
whom a diagnosis of neonatal septicemia was made 
according to Silverman and Homan’s criteria for 
sepsis of obscure origin in the newborn infant. 
Males predominated in a ratio of 2 to 1. The mean 
age at onset was 9.6 days. Twenty-five of the 106 
patients were less than 48 hours of age at onset. 
The results of blood cultures showed that the dis- 
tribution of causative agents in recent years dif- 
fered from that observed before 1944. During the 
period from 1933 to 1943 the beta-hemolytic, group 
A, streptococci were predominant infecting or- 
ganisms, while between 1944 and 1957 infections 
with coliform organisms were the most common, 
although group A streptococcic infections con- 
tinued to occur. Significant numbers of those pa- 
tients observed in the last 15 years were found to 
be infected with Pseudomonas aeruginosa and with 
beta-hemolytic streptococci of groups other than A. 


J.A.MLA., Nov. 22, 1958 


Fever, abdominal distention, jaundice, and enlarge- 
ment of the liver were the most common clinical 
manifestations suggesting sepsis. However, in most 
patients the clinical picture was one of general, 
rather vague systemic illness. The serious nature 
tality rate of 72% (76 of the 106 patients). 

Rapid institution of antibacterial therapy is essen- 
tial, for infants with septicemia often die before 
definitive bacteriological results of blood cultures 
are available. Vigorous search for the infecting 
organism is imperative; if the infecting organism 
is known at the time of instituting therapy, the 
choice of the antibiotic is simplified. The drug of 
choice in patients with and pneu- 
mococcic sepsis is penicillin; patients infected with 
coliform organisms are best treated with a broad- 
spectrum antibiotic, such as chloramphenicol or a 
tetracycline, with or without additional administra- 
tion of streptomycin. For the initial treatment of 
severe staphylococcic infections, a combination of 


the use of polymyxin B combined with a broad- 
spectrum antibiotic would appear to be justified 
for initial therapy. The use of relatively large doses 
in initial antibiotic therapy is suggested by the 
rapidly fatal nature of the disease and the fre- 
quency of . Intensive 
therapy should be continued until the patient is 
free of signs and symptoms of infection and blood 
cultures are negative. 


Eczema Vaccinatum. A. H. and H. A. 
22:259-267 (Aug.) 1958 [Spring- 
I 


The authors report the cases of 8 boys and 1 girl, 
between the ages of 2 months and 4 years, who 
were admitted to the Children’s Hospital of Los 
Angeles with eczema vaccinatum. In only one of 


eczema and a recently vaccinated child, usually a 
sibling. Suddenly appearing umbilicated pustules 
and vesicles, limited in distribution to areas of 
atopic eczema on which they are superimposed, in 
an acutely ill child with fever and lym 

of eczema vaccinatum 


herpeticum 
from eczema vaccinatum by the character 
and distribution of the lesions or by the course of 


dothelial system; it is turned aside from its normal 
end, which is hematopoiesis. Cytological studies of 
medullary iron by the prussian blue reaction have 
illustrated this phenomenon in patients with acute 
rheumatic fever, showing that iron cannot pene- 
trate into the interior of the erythroblast in the 
acute stage of the disease and that, therefore, it 
the in- 
flammatory process disappears. 
The rapid normalization of medullary iron under 
the influence of corticoid therapy brings up the 
question of corticoid hormone intervention in iron 
metabolism. Recent studies seem to show that the 
principal action of the corticoid hormones is to 
facilitate iron absorption by the cells able to use 
them. According to this, corticoid therapy would 
act directly on the sideroblastic changes. In any 
case, the rapid suppression of the inflammatory 
process remains the primary factor in the normaliza- 
tion of medullary iron. Comparison of the level of 
medullary iron with that observed in the course of 
experimental acute scurvy reveals a striking simi- 
larity and suggests that the changes in patients with either chloramphenicol or erythromycin with a 
acute rheumatic fever may be explained by a de- bactericidal drug, such as penicillin or streptomy- 
crease in ascorbemia. The possibility that there is cin, would appear to be indicated. The general re- 
a relation between vitamin C deficiency and rheu- sistance of Ps. aeruginosa to most antibacterial 
matic fever has already been mentioned by several agents is such that in the presence of this organism 
| 
the children was the condition a complication to 
direct smallpox vaccination; in the others it was 
the result of contact between a child with atopic 
or eczema herpeticum. Umbilicated lesions do not 
occur with mere secondary bacterial infection. 
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the illness. History of direct contact with a recent 
vaccination (3 to 21 days) or with a recent typical 
of 


cinia gamma globulin is now available for specific 
therapy. In the authors’ series it was given intra- 
muscularly in doses of 0.6 to 1 cc. per kilogram of 
body weight. Two of the 9 patients died. The 
others recovered 


Because of the serious nature of eczema vacci- 
inatum the following steps are recommended for 
prophylaxis: 1. No child with eczema oT 
other skin disease should be vaccinated. 2. No 
child should be vaccinated if any member of his 
family has eczema or other skin disorder. 3. Parents 
of children with eczema should be notified at the 
onset of the disease of the danger from vaccination 
contact. 4. If a sibling of a child with atopic eczema 
is vaccinated, he must be completely separated 
from that child for at least 21 days. 5. Forms used 
by state and local health departments for parents’ 
consent to vaccination should include an appro- 
priate warning of the contraindications. 6. Eczema 
vaccinatum should be a reportable disease. 7. Pa- 
tients recently vaccinated must be excluded from 
pediatric wards containing patients with atopic 
eczema, other diseases of the skin, burns, or heal- 
ing surgical incisions. 8. Vaccination may be recom- 
mended at 2 months of age, especially for babies 
from strongly allergic families. 


297-308 (Aug. ) 1958 (Springfield, 


The author describes the occurrence of hypo- 
calcemic tetany in 7 newborn infants. All the babies 
were born prematurely, 6 of them to mothers with 
a history of diabetes mellitus. The mother of the 
7th infant was obese and had a prediabetic type of 
glucose tolerance curve. Clinical signs of tetany 
appeared within 24 hours of birth. They were 
severe in 5 infants and mild in 2. Significantly low 
concentrations of calcium were determined in the 
serums obtained from the 5 infants with severe 
clinical manifestations of tetany; the lowest value 
observed was 2.6 mg. per 100 cc. In the 2 babies 
with mild clinical tetany the concentrations of 
calcium in the serum were also low but less dra- 
matically so than in the more severely affected 
infants. 

In discussing differential diagnosis of tetanic 
from nontetanic convulsions, clinical signs related 
to the presence of hyaline membrane, hypogly- 
cemia, intracranial injury, and meningitis are con- 
sidered. An observation of value is that in newborn 
babies, in whom hyaline membrane is later demon- 
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strated at autopsy, respiratory embarrassment is 

detectable within about one hour of birth. in this 
series respiratory distress, occurring as part of the 
tetanic . did not appear at the earliest 
until some 6 to 12 hours after birth. The respiratory 
embarrassment in the infants with tetany was inter- 
mittent and lacked the insidious deterioration seen 


the blood were observed in only 1 of the 7 infants. 
In many respects the abnormal signs attributed by 
earlier workers to hypoglycemia resembled those 
associated with hypocalcemia in the 7 children. 

The differential diagnosis of tetany from cerebral 
disturbance due to stress of birth is not always easy, 
and the 2 conditions may occur simultaneously in 
the same infant. In none of the infants did the cir- 
cumstances of delivery suggest that the infant had 
been subjected to excessive or unusual stress, ex- 
cept insofar as all the infants with tetany were 
premature. Features of the hyperactive phases seen 
in the babies with tetany, distinguishing these 
phases from convulsions due to intracranial trauma, 
were their frequent onset in the absence of stimuli 
and immediately after a sudden apneic attack, the 
development of generalized neuromuscular excita- 
bility with no rhythmic movement pattern, and the 
expulsion of small masses of meconium. An unnat- 
ural quietness and almost absolute stillness fol- 
lowed periods of generalized neuromuscular agita- 
tion; this sudden change from wild excitability to 
silent immobility was not seen in any other neonatal 
condition. The possibility of intracranial infection 
was confidently excluded, since in each infant re- 
covery was rapid and complete in the absence of 
antibiotic therapy. 

Hypocalcemic tetany 
significant frequency in babies newly 
mothers with diabetes mellitus. The occurrence of 
hypocalcemic tetany apparently is favored by the 
temporary decline which normally occurs soon after 
birth in the concentration of calcium in the serum, 
more particularly in premature babies. The dis- 
turbance of the normal maternal hormonal adjust- 
ments to pregnancy, and especially of adreno- 
pituitary function in diabetic mothers, may be a 
determining factor. 


Treatment of Tuberculous Meningitis of Children 
with the Exclusion of the Subarachnoid Method of 
Therapy. A. N. Shvedova. Pediatriya 36:23-25 (Aug.) 
1958 (In Russian) [Moscow]. 


Shvedova reports on 32 children with tuberculous 
meningitis, who were treated with phtivazid (a 
vanilyl derivative of isoniazid) and with PAS by 
mouth and with streptomycin given intramuscu- 
larly. The drugs were not given by the subarach- 
noidal route. The improvement in the general state 
of the patients took place at an earlier date than 


except one patient who suffered significant scarring 

of the face and resolved iridokeratitis. 

Clinical Signs of Neonatal Tetany: With Especial 

Reference to Their Occurrence in Newborn Babies 
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it did in the childret treated by the 


returned to normal. There were no complications. 


Hyperthyroidism in Children. J. S. Hyde, M. A. 
Halpin and I. P. Bronstein. Illinois M. J. 114:45-51 
(Aug.) 1958 [Chicago]. 


The authors report on 10 girls and 1 boy with 
. who were between the ages of 3 


cardiovascular manifestations of 
rapid bounding pulse and wide pulse pressure. All 
but one patient had eye signs, varying from separa- 


with determinations of serum protein-bound iodine. 

Elevated values of serum protein-bound iodine of 

9 to more than 20 mcg. per 100 cc. were seen. 
Either propylthiouracil or methimazole was used 


usually not achieved for 2 to 4 months. The sub- 
sequent assessment of the thyroid status was based 
on clinical appraisal, and the dosage was regulated 
accordingly. Occasionally, over 500 mg. of propyl- 
thiouracil had to be given daily to arrest thyroid 
activity. Maintenance treatment, with doses _re- 
duced to one-half or one-third, was continued for 


patients in this series are still being treated with 
propylthiouracil. All are clinically euthyroid but 
require daily doses of 350 to 450 mg. of the drug 
to maintain remission. Their I'"' uptakes 6 months 
prior to the time of writing, and after discontinu- 
ance of therapy for 1 month, were 57, 46, and 44% 
respectively. Some exophthalmos has persisted in 
the medically treated patients, but the thyroid 
gland has been considerably reduced in size. 

If a child continues to have hyperthyroidism for 
more than one month despite attempts at medical 
control, surgery is advisable. Accordingly subtotal 
thyroidectomy was performed on 8 of the 11 pa- 
tients in this series because of nodulation of the 
thyroid, toxic reactions to the antithyroid drugs, 


2% 
ES 


ig 


children with diabetes mellitus and in chi 


i 


drugs are insulin-dependent h agents. 
Of the 120 children, 39 were studied during their 
initial hospitalization within 3 months after the 
diagnosis of diabetes mellitus had been made; 33 
children had had clinical diabetes mellitus for 6 to 
24 months, 23 had had it for 24 to 48 months, and 
25 had had evident disease for 48 months or more 
The administration of tolbutamide to nondiabetic 


He 

2 
HH 


derangement was discovered at or shortly before 
the time of admission resulted in a marked, sta- 
tistically significant hypoglycemic response to about 
70% of the initial concentration of sugar in the 
blood. A similar statistically significant decrease in 


JAMA. Nov. 22,1958 
ee failure to maintain the euthyroid state on an out- 
patient basis, or inability to maintain adequate 
the temperature returned to normal, the meningeal supervision of the patient after discharge from the 
symptoms disappeared, and the cerebrospinal fluid hospital. Of the 8 patients operated on, 6 are now 
euthyroid; 1, however, has mild hyperthyroidism, 
and 1 has recurrent toxic states and is currently 
receiving I'" therapy because of great emotional 
instability and failure to cooperate with medical 
management. A second operation was necessary 
in 2 patients because of recurrent thyroid nodules. 
total thyroidectomy, is required. Surgical and med- 
and 12 years at the time of onset of symptoms and ica} opinions are divided about naan of hyper- 
were treated at the pediatric endocrinology clinic —_—¢hyroidism in children. The lack of extended pa- 
of the University of a College of agg tient series, the relative rarity of this disorder in 
Diagnosis was unequivocal in every patient, al- = children, and wide variations in follow-up prac- 
though the severity and symptomatology varied. tices at different clinics contribute to the existing 
All the patients had an enlarged thyroid gland and differences in point of view. 
dren with Diabetes Mellitus. R. Klein, J. Marks and 
tion of the eyelids to frank proptosis. Confirmation I. A. Mirsky. Pediatrics 22:289-296 (Aug.) 1958 
of the diagnosis had been obtained with radioiodine [Springfield Wm ] 
(I'*) uptakes since 1950 and in more recent years Piste 
The authors determined the response of concen- 
tration of sugar in the blood to the oral adminis- 
in treating these patients. The starting dose of : Vv. 
propylthiouracil for young children should be 50 pe 
mg. every 8 hours. For adolescents it ranges up to 
100 mg. every 8 hours. The dose of methimazole 
is about one-tenth that of propylthiouracil. The pa- 
tients were kept in the hospital under mild sedation 
until improvement occurred—usually within 3 
weeks. However, a completely euthyroid status was 
6 months after the euthyroid status had been ee 
achieved to prevent recurrence. Three of the 11 3 hours. The nondiabetic children given indole-3- 
acetic acid did not show statistically significant 
changes in concentration of sugar in the blood. The 
administration of either tolbutamide or indole- 
3-acetic acid to the children whose metabolic 
the concentration of sugar in the blood was ob- 
served in the children with diabetes mellitus of 6 
to 24 months’ duration who were given indole-3- 
acetic acid. The children with diabetes mellitus of 
24 or more months duration showed less or no 
hypoglycemic response to the standard dose of 
either agent. 
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Since children with diabetes of recent origin do 
respond to these insulin hypoglycemic 
agents, it is postulated that the pancreas is capable 
of secreting insulin early in the course of diabetes 
in young persons. This ability is gradually and 
steadily lost, so that children with diabetes of over 
2 years’ duration are almost uniformly unresponsive 
to these 2 hypoglycemic agents. The data suggest 

t, after a variable period of clinically evident 
diabetes mellitus, the pancreas of the child becomes 
exhausted and incapable of secreting insulin. 


Theoretical and Practical Questions on Chromo- 
somal Sex Determination. E. Zdansky. Ann. paediat. 
191:26-49 (July) 1958 (In German) [Basel, Switzer- 


Some investigators of chromosomal sex determi- 
nation suggested that the sexual differences in the 
sex chromatin are caused by the differences in the 
size of the heterochromatic portions of the sex 
chromosome complexes of the nuclei of the somatic 
cells in females and males. Whereas the hetero- 
chromatic portions of 1 X-chromosome alone or of 
1 X-chromosome and 1 Y-chromosome tagether are 
not large enough to be differentiable from the re- 
mainder of the chromatin, the female XX-complex 
is just large enough to be recognized as the “sex 
chromatin.” Some observers cited as proof of this 
assertion the observation that the ovulum in the 
human ovary, which contains only 1 X-chromosome, 
has no sex chromatin but the surrounding follicular 
cells do have the sex chromatin. Considered from 
this viewpoint, the sex chromatin is really the con- 
globation of the heterochromatic compact portions 
of the 2 X-chromosomes of the cellular nucleus in 
the female organism. The male X-Y complex, which 
under normal conditions is too small to be differ- 
entiable from the remaining chromatin, becomes 
evident during chromatolysis. This fact must be 
considered during the practical evaluation of this 
sexual differentiation. 

The author discusses various methods employed 
in chromosomal sex determination. At least 2 
methods should be used to arrive at a reliable 
diagnosis of the genetic sex. The methods most 
easily employed in a clinic are the determination 
of chromosomal sex from the segment-nuclear leu- 
kocytes and from the epithelial cells of the buccal 
mucosa. The advantages of Feulgen staining over 
those of cresyl-violet staining are pointed out. 
Chromosomal sex determination is of particular 
importance in problems of intersexuality and in 
persons with deformities of the genitalia. The re- 
sults obtained in persons with such abnormalities 
raised the question whether the sex chromatin is 
influenced by genetic, endocrine, or other factors. 
In this connection the author gives particular at- 
tention to the “drumstick” form of the sex chromatin 
in the leukocytes. If endocrine or other factors seem 


to exert an influence on the sex chromatin, they do 
this only indirectly by way of the nuclear mor- 
phology, because the influence becomes apparent 
only in the nuclei of the neutrophil leukocytes, not 
in the nuclei of the mucosal epithelium. 


P. Giraud, J. Espinas, J. Coignet and P. Decoppet. 
Semaine Paris 34:1817-1830 (June-July) 1958 
(In French) [Paris]. 


ses, and of the infants in whom this complica- 
tion occurred, 70% died. Autopsy findings in 59 
cases showed that meningeal is not 


on the degree of debility and 


outcome, but the premature infant can be said in 
many instances to die because of the functional 
inadequacy of his nervous system. 

Therapy should be based chiefly on careful reani- 
mation, the administration of circulatory analeptics, 
coagulants, and, as adjuvants, nerve sedatives. 
Lumbar puncture and transfusions should be used 
with caution. Cortisonic remedies do not appear 
to have much effect on the course of the condition. 
Good nursing care, carried out by a well-trained 
nursing staff, is just as important as purely medical 
treatment. Preventive treatment of debility alone 
can diminish the frequency and severity of men- 
ingeal hemorrhage, which still contributes so ex- 
tensively to infant mortality statistics during the 
first days of life. 
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Meningeal Hemorrhages of Weak and Premature 
Infants: New Anatomicoclinical Investigations. 

Meningeal hemorrhage is a frequent cause of 
mortality during the first days of life in weak and 
premature infants. It was observed in 75 (15%) of 

land] 500 infants weighing less than 2,000 gm. (4% Ib.), 
' who were admitted to the Centre Hospitalier for 
weak and premature infants at Marseilles, during 
the last 5 years. Meningeal hemorrhage was re- 
sponsible for 51 of the 100 deaths due to known 
caused by rupture of the large vessels or by lacera- 
tions of the dura mater but that it is the result of 
a slow escape of blood, often associated with 
edema of the central nervous system. The hemor- 
rhage originates in the pia mater, the choroid 
plexuses, and the vessels of the ventricular walls. 
The mechanism producing this accident depends 
nore prematurity 
than on obstetric trauma. The clinical signs of men- 
ingeal hemorrhage consist of respiratory disturb- 
ances, rather than of neurological disorders in the 
strict sense. Vasomotor disturbances, due to the 
inability of the vegetative system to perform its 
function because it is not yet fully developed, seem 
to be responsible for the edematous and hemor- 
rhage-producing congestion of the nerve centers 
seen in the specimens. Prematurity itself, that is, 
the anatomic and functional underdevelopment of 
the nerve centers and the vegetative system, is ap- 
parently the cause of meningeal hemorrhage in the 
weak and premature infant. Other factors, such as 
trauma and anesthesia, may contribute to the fatal 


2 


a (8.4%) 18 were mod- 
the allergy. Thus, 


able to resume their normal activities and school 


Long-Term Treatment of Urogenital Tuberculosis 
with Triple-Drug ( + Streptomycin + 
Isoniazid). C. G. Hansson. Nord, med. 60:978-979 
(July 10) 1958 (In Swedish) [Stockholm]. 


The advantages of treatment of urogenital tuber- 
culosis with a combination of chemoth 
PAS, streptomycin, and isoniazid—that are (1) lower 


tological Study. R. Even and C. Sors. J. frang. méd. 
heey thorac. 12:374-387 (No. 4) 1958 (In French) 


A partial answer to the question whether the 
pneumoconiosis of iron miners is a siderosis, a 
silicosis, or a combination of these conditions has 
been obtained by the chemical and _ histological 
study of autopsy specimens in 12 personal unpub- 
lished cases of pneumoconiosis. The patients were 
miners who had worked exclusively in iron mines 
and who had been exposed to the danger of pneu- 
moconiosis for from 19 to 31 years (average, 23 
years). The disease was recognized, and the pa- 
tients were indemnified from 1 to 7 years before 
death in 7 of the 12 cases; in the other 5, the diag- 
nosis was established only after death. The level of 
free silica in the lungs, which is normally 50 mg. 
per 100 Gm. in a fresh specimen and 250 mg. per 
100 Gm. in a dry specimen, was twice or three 
times that amount in 6 cases, 5 of which presented 
evidence of silicosiderosis. Ferric oxide was also 
greatly increased, usually to a level 14 or 15 times 
the normal, in all 12 cases. 
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A Major Clinical Entity in Pediatrics: Respiratory doses of the preparations can be applied and toxic 
House-Dust Allergy. R. Mande, A. Herrault and side-effects avoided, (2) a synergetic effect results, 
C. Thérond. Semaine hép. Paris 34:1843-1852 (June- presumably because the preparations have different 
July) 1958 (In French) [Paris]. points of attack on the tubercle bacilli, = (3) the 
vo development of resistant strains can be delayed or 
_ allergy which prevented by the combination af there 
The condition seems to be more prevalent in boys In all pion the urine venedlt ponder The av- 
than in girls; out of 308 children with this form of f — of : itil 
, . 189 (61.3%) were boys. The age of the erage time from the start of treatment until rever- 
o rey. 2 ‘es. Distu ‘ ge ont sion was 2.9 months; the average time from rever- 
life. sion until the last guinea-pig test was 18.2 months. 
ceptiona ©, bef ‘the No relapses occurred during this time. The average 
ty time of observation from ended treatment until 
mont Dy tain clinica cg yo ’ the last guinea-pig test was 6.2 months. Earlier 
nce @ the symptoms in the sutumn experiences showed that in cases with recurrence 
the relapse, as a rule, appeared during the first 
months after ended treatment. Because of the good 
results of triple-drug therapy at Ravlanda, nephrec- 
tomy is performed only in cases where there is 
marked reduction of function in one kidney be- 
cause of extensive tuberculous changes. In 12 other 
patients (9 men and 3 women) given triple-drug 
pe tions for at least a year, with good effect. In a few 1 
injections of doses patients the triple-drug treatment was not carried 
of rod found in the urine after 6 to 8 months’ treatment, 
tervals. The second method takes longer, but it is -«“*"- smother combination was applied. 
especially suitable for children, because it is gentle 
enataly imqooved (11.7%) Pneumoconiosis in Iron Miners: Chemical and His- 
ment did not seem to i 
satisfactory results were obtai in more than 
80%. The success of the treatment was most strik- 
ing in the seriously ill patients with permanent 
asthma or inveterate cough, most of whom were 
attendance. The authors emphasize the fact that, 
except in limited and definite instances, all rhino- 
pharyngeal surgical interventions, such as tonsillec- 
tomy and adenoidectomy, should be avoided in 
allergic children, because they lead to undesirable 
sequelae. 
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Death was caused by right ventricular insuffi- 
ciency in 7 patients, pulmonary tuberculosis in 1, 
ordinary br ia in 1, prostatic cancer 
in 1, primary bronchial cancer in 2, and various 
conditions in 4. Right ventricular insufficiency was 
the cause of death in 5 of the 6 patients who had 
silicosiderosis and in 2 of the 6 who had siderosis. 


was found in only half of the specimens. The case 
tients, as presented in this article, thus show that, 
contrary to the optimistic views commonly held. 
the pneumoconiosis of iron miners usually pro- 
gresses to death as a result of right ventricular in- 
sufficiency. It should therefore be regarded as an 
occupational disease entitling the patient to com- 
pensation. 


Pneumoconiosis from Bagasse, Cement and Agave. 
E. W. Baader. Bol. Asoc. méd. Puerto Rico 50:171- 
180 (May) 1958 (In Spanish) [Santurce]. 


Inhalation of the dust of bagasse, cement, and 
agave fibers is a frequent cause of industrial pneu- 
moconiosis. The symptoms of bagassosis may ap- 
pear as early as 8 weeks after exposure of a person 
to the dust. They consist of acute bronchitis and 
atypical pneumonia, with fever, violent cough, and 
hemoptysis. The disease may be fulminant, may 
follow a natural course to recovery of the patient, 
with or without respiratory sequelae, or may fol- 
low a slow course for 3 or 4 years to a fatal out- 
come. The disease is believed by some to be an 
allergy; by others it is considered a reaction of the 
lungs either to a foreign body or to the salicylic 
acid contained in bagasse. The author believes that 
bagassosis is a mycosis caused by fungi and spores 
living in bagasse. He isolated 8 strains of organisms 
of the Aspergillus, Rhizopus, and other genera 
from bagasse. The pathological condition of the 
lungs of rats which had been subjected to inhala- 
tion of bagasse dust consisted of a chronic inflam- 
mation and a foreign body reaction. Although 
there is no specific treatment for bagassosis, pre- 
vention of the disease by means of apparatus to 
absorb the dust in sugar factories is of value. 

Contact of cement dust with the skin may pro- 
duce abscesses, ulceration, eczema, and other 
cutaneous lesions. Working in an environment 
pregnant with cement dust may cause conjunc- 
tivitis, inflammation and ulceration of the buccal 
and nasal mucosa, and even perforation of the 
nasal septum. Inhalation of cement dust may cause 
the formation of rhinoliths and inflammation of the 
mucosa of the upper respiratory tract. Cement 
pneumoconiosis is rare. Still more rare are the 
severe forms of the disease progressing to a fatal 
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outcome. 
fibers of the agave is more frequent than it is be- 


more effective mufflers; the noise of certain tractor 
attachments also can be reduced by vibration con- 
trol methods. 3. Dips in high-frequency perception 
are more common in patients between the ages of 
30 and 60 years. 4. The absence of dips in older 
persons does not rule out the possibility of some 
noise-induced hearing loss. 5. Slightly greater losses 
occur in left than in right ears. 6. Individuals with 
noise susceptible ears usually experience tinnitus; 
such persons should wear ear plugs while operating 
tractors. 7. It is recommended that hearing surveys 
in the future be designed to test sensitivity at 500, 
1000, 2000, 3000, 4000, and 8000 cps in order to 
obtain more information about the frequency-in- 
tensity characteristics of dips and to learn more 
about the aging ear. 


THERAPEUTICS 


The Liberation of Morphine from Codeine in Man 
and Dog. P. Pwrregaard. Acta pharmacol. et toxi- 
col. 14:394-399 (No. 4) 1958 (In English) [(Copen- 
hagen]. 

In an attempt to answer the question whether 
the analgesic action of thyl hine (co- 
deine) is due entirely or in part to conversion into 
an ge experiments were carried out on 6 

human volunteers and on 3 dogs. The human 


The Effect of Tractor Noise on the Auditory Sensi- 
tivity of Tractor Operators. D. M. Lierle and S. N. 
ee Reger. Ann. Otol. Rhin. & Laryng. 67:372-385 
Sclerosis, emphysema, and siderosis were constant (June) 1958 [St. Louis]. 

— Little is known about the effect of tractor noise 
on auditory sensitivity. During a practice of oto- 
laryngology for the past several years in a rural 
area, the authors observed a number of farmers 
with dips at 4000 cps. In some instances the ear 
history and the physical examination were normal, 
except for the probability of tractor-noise-induced 
hearing loss. This paper presents the results of a 
two-part study of the effect of tractor noise on 
auditory sensitivity: the first part deals with the 
measurement of tractor noise; the second part is 
concerned with the results of pure tone threshold 
sensitivity measurements on 80 full-time tractor 
operators. The authors consider the results of this 
preliminary study as tentative until confirmed by 
other auditory measurements. They note the fol- 
lowing points: 1. Tractor noise is sufficiently high 
in intensity to produce high-frequency hearing 
losses in tractor operators with noise susceptible 
ears if exposed over a period of several years. 2. 


volunteers were given 50 mg. of codeine phosphate 
orally, and urine was thereafter collected over 
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conditions who were admitted to the medical clinic 
of the University in Zurich, Switzerland, and were 
treated with Orisul [3-(p-amino-benzolsulfonami- 
do)-2-phenyl-pyrazol]. As a rule, the patients were 
given orally 1.5 Gm. of the drug per day; a few 
seriously ill patients were given 1.5 Gm. twice a 
day at intervals of 12 hours. Unconscious patients 
or those with a 
were given 0.5 to 1 Gm. of the drug intramuscular- 
ly every 12 hours. The success of the therapy was 
evaluated according to the following criteria: res- 


genitourinary disturbances, 59 had chronic cystitis, 
7 acute cystitis, and 7 acute cystopyelitis. Thirty- 
six of the patients with chronic cystitis, 4 of those 
with acute cystitis, and 4 of those with acute cysto- 
pyelitis were clinically cured. Of the 37 patients 


perature was restored to normal by crisis within 1 
or 2 days. One patient with chronic cholecystitis 
and 2 patients with cholangitis made a complete 
recovery. Orisul proved to be effective in 3 pa- 
tients with acute tonsillitis and furunculosis and in 


2 patients to whom it was given prophylactically 

corticosteroid 
therapy. It was also clinically effective in many 
to be resistant in vitro to other sulfonamide prepa- 


Use of Sulfonylurea for Treatment of 
Diabetes Mellitus. J. R. Hofstetter and C. Ramel. 
Schweiz. med. Wchnschr. 88:821-827 (Aug. 23) 1958 
(In French) [Basel, Switzerland]. 


The authors report on 160 patients with diabetes 
mellitus who were given ambulatory treatment with 
the sulfonylurea compounds, carbutamide (BZ 55) 
and tolbutamide (D 860). Of the 160 patients, 

were 


patients, aged less than 40 years, were failures. Of 


Of the 24 patients in whom the treatment failed, 
the duration of the disease was less than 6 months 
in 1 and more than 5 years in 14; thus, there were 
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100 cc. The degree of acetylation proved to be 

10 15% sppcarng in the blood in the 

8-hour periods. Each of the dogs was given doses acetylated form. Orisul proved to be clinically effec- 

of 2, 20, and 40 mg. of a preparation containing 5% tive in infections caused by streptococci, entero- 

codeine per kilogram of body weight in 3 succes- cocci, pneumococci, staphylococci, Escherichia coli, 

sive experiments; the drug was given subcutane- and Proteus organisms. Of the 73 patients with 

ously in 2 experiments and orally in 1. Urine speci- ee 
with diseases of the respiratory tract, 10 had bron- 
chopneumonia, 3 had _ peribronchiectatic pneu- 
monia, 9 had emphysematous bronchitis, 6 had 
pneumonia associated with influenza, and 7 had 
various pulmonary conditions. Good results were 
obtained with Orisul in 5 patients with broncho- 
pneumonia, in 2 with peribronchiectatic pneu- 
monia, in 5 with emphysematous bronchitis, and 
in 5 with pneumonia resulting from influenza. Tem- 

l ‘ 
Vv. 

rations or to antibiotics and in whom treatment 

these other drugs had been ineffective. Un- 
desirable side-effects, such as nausea, formation of 
Heinz bodies, and allergic cutaneous reactions, 
were rare. 
than 40. Treatment was effective in 1536 patients, 
and 24 patients were failures. Six (75%) of the 8 

toration of temperature to normal, improvement in 43 patients over 70 years of age, 1 (2.5%) was a 

local findings, decreased erythrocyte sedimentation failure. The ratio of failures thus diminished with 

rate, and generally improved condition. The ab- age. The older the patients the better they re- 

sorption, excretion, and tolerance of the drug were sponded to the treatment. 

studied in an additional 54 patients. 

Maximal concentration of Orisul in the blood 

was obtained within 3 or 4 hours after the oral 

administration of a single dose of 1.5 Gm., and more failures among the patients with diabetes of 

after 44 hours the blood level was still 1.5 mg. per longer duration. There were more failures also 
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among those requiring high doses of insulin, but 6 


with 


butamide, but it is also more active than that drug. 


Clinical Cure of Buerger’s Disease with a New 
Treatment: Malarial Therapy. F. Corelli. Minerva 
med. 49:2685-2696 (July 7) 1958 (In Italian) [Turin, 
Italy]. 


During the past 17 years the author has treated 
32 patients with thromboangiitis obliterans (Buer- 
ger's disease) by the intravenous administration of 
30 to SO cc. of homologous blood obtained from 
patients with tertian malaria during the episodes of 
chills. Malaria was thus induced without the incu- 
bation period, and the disease began its clinical 
course a few hours after the injection. First, the 


PATHOLOGY 


Studies on Division Inhibition and Filament For- 
mation of Escherichia Coli by Ultraviolet Light. 
R. A. Deering. J. Bact. 76:123-130 (Aug.) 1958 
[Baltimore]. 


The author carried out quantitative microscopic 
studies for determining the effect of monochromatic 
ultraviolet radiation on the cellular division of 


delay, which is produced in Esch. coli by relatively 
low doses of monochromatic ultraviolet radiation. 
is rather specific in that division stops, while total 
mass, ribonucleic acid, and deoxyribonucleic acid 
synthesis continue at nearly the same rate as for 
dividing cells. The nondividing cells continue to 
increase in length, and long filamentous cells result. 
The curves in which survival and retention of abil- 
ity to divide are plotted against dosage of ultra- 
violet radiation indicate that a single hit disor- 
ganizes an entire cell. The 37% survival dose is 3 
ergs per square millimeter at 2652 A_ ultraviolet 
radiation. Many of these filaments recover the abil- 
ity to divide at some later time and form normal- 
appearing macroscopic colonies. The ultraviolet 


temperature rose from 39 C (102.2 F) to 40 C 
of 14 patients requiring more than 40 units of (104.0 F), accompanied by leukopenia and spleno- 
insulin responded satisfactorily to the treatment megaly. The temperature remained constant for 
with sulfonylurea compounds alone. The duration the first 2 to 4 days of the incidence of malaria 
of previous treatment with insulin did not seem to and was followed by the typical chills of tertian 
be of great importance. Juvenile patients with malaria. Buerger’s disease was clinically cured 
diabetes mellitus and those HJ hemochromatosis after 7 or 8 chills in a period of 10 to 15 days. The 
did not, as a rule, respond to the treatment with induced malaria was then cured with chloroquine, 
sulfonylurea compounds. Although late failures administered by the oral or the intramuscular 
have been reported by other workers, they were route, within 24 hours. The general health of the 
not observed by the authors. In contrast to other patients improved remarkably a few days after 
workers who have been able to decrease the amount they became afebrile, and no complications at- 
of insulin administered by combining it with sul- tributed to malarial infection developed in them. 
fonylurea compounds, especially in young and in However, smoking or inhalation of the air of smoke- 
hospitalized patients, the authors were not able to filled rooms proved harmful, and elimination of all 
obtain favorable results by such a combined treat- contact with smoking was comstiened uate. 
lin 13 Treatment of Buerger’s disease with malarial 
patients and intolerance for tolbutamide in 2; these therapy can have adverse effects in patients who 
observations confirmed those by other workers that. are simultaneously treated with either cortisone or 
in general, the tolerance for tolbutamide is better corticotropin (ACTH). This therapy may also be 
thom Gat harmful for patients who have undergone unilateral 
Of Very small doses thor believes that the therapeutic effect of malarial 
case of tha an se mda resulting in death was therapy for Buerger’s disease is based not merely 
observed in a 63-year-old woman with adrenal that this is 
a cortical hypofunction (Addison's disease), who was OF ¢ of anot 
7 given 3 tablets of carbutamide daily in an attempt disease. Malaria as a “second” disease produces 
to stimulate the patient's appetite. A definite in- systemic anti-inflammatory, analgesic, and resolvent 
crease in body weight, continuing for some weeks actions. 
in the course of the treatment with carbutamide, 
was observed in several patients. The effects of —— 
carbutamide and tolbutamide were compared in 
48 patients who first were treated with carbutamide 
and then with tolbutamide; in 34 of the 48 patients 
the 2 compounds were equally effective, but in the 
remaining 14 tolbutamide was inferior to carbuta- 
mide. Eight of the 160 patients had cirrhosis of the 
liver, and this complication was not influenced by 
treatment with the sulfonylurea compounds; these 
drugs did Rot seem 60 exert an effect on the vascular Escherichia coli, strain B. It was found that the 
and infectious complications of diabetes mellitus. re er 
— 


action spectrum for division inhibition suggests 
nucleic acid as the ultraviolet absorbing cell com- 
ponent active in initiating the extended delay. The 
division inhibition can be partially reversed by 
irradiation with visible light if given within 20 
minutes after the com of the dose of ultra- 
violet irradiation. The filaments appear to be single 
cells with many “nuclear bodies” and not segmented 
structures or chains of cells. 


Metastasis of Cancer to Cancer. I. Gore and R. Barr. 
A. M. A. Arch. Path. 66:293-298 (Sept.) 1958 
[Chicago]. 


Metastasis of cancer to cancer is an exceedingly 


rare event, considering the frequency of neoplastic 
disease and the not uncommon occurrence of mul- 


that the success or failure of secondary tumor 
growth is dependent upon competition with the 
host tumor for essential nutrients, and in view of 
the smaller nutritive requirements of the localized 
hypernephroid tumors, it is not surprising that such 
tumors are the recipient neoplasms in more than 
two-thirds of the cases inasmuch as they are one of 
the less frequent forms of cancer. The rarity of 
metastasis to cancer and the fact that the supply of 
nutrients is more often than not inadequate for 
the simultaneous growth of 2 malignant neoplasms 
are compatible with the tenet that the localized 
hypernephroid growths are dormant growths and 
have not as vet attained the degree of anaerobic 
metabolism characteristic of full-grown malignant 


neoplasms. 


Yeast Antibiotic with and Prophylactic 
Properties. |. A. Parfentjev. J. Infect. Dis. 103:1-5 
(July-Aug.) 1958 [Chicago]. 


The author isolated from alkaline aqueous ex- 
tracts of brewer's and baker's yeast a fraction con- 
taining a protein possessing anti-infectious prop- 
erties. This new agent was called Malucidin. It 
differs from other antibiotics in that it has a much 
broader spectrum of action and produces a longer 
lasting effect. The new antibiotic is readily soluble 
in water in a wide range of pH, has an isoelectric 
point near pH 2, and is not dialyzable. It can be 
precipitated in 50% ammonium sulfate and also by 
the addition of an equal volume of acetone; it can 
be precipitated easily at neutrality by 0.05 M cal- 
cium chloride or by only 0.005 M cadmium chlo- 
ride. Chemotherapeutic experiments with this agent 
showed solid protection of mice, guinea pigs, rab- 
bits, and pigeons against many species of gram- 
negative and gram-positive bacteria. Malucidin 
also protected mice against systemic infection with 
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Candida albicans and against Shigella endotoxin. 
Peritoneal injections of, Malucidin in mice induced 


klin. Med. 155:310-328 (No. 3) 1958 (In German) 
[Berlin]. 


The authors report on 4 women, aged 43, 54, 39, 
and 61 years, respectively, with pulmonary adeno- 
matosis, on whom autopsies were performed after 
death. Tumors of adenomatous type in the lung 
(1) those oc- 


and (3) genuine primary pulmonary tumors (pul- 
monary adenomatosis in the proper and narrower 
sense). All 4 patients had tumors of the third type. 
The first symptoms of the disease were refractory 
irritative cough and pain at the side of the in- 
volved lung. The occurrence of copious, mucous, 
watery-clear sputum was manifested almost simul- 
taneously with increasing dyspnea. When pulmo- 
nary insufficiency became manifest, it dominated 
the clinical picture until the patient died. The pri- 
mary cause of this pulmonary insufficiency is a 
disturbance of ventilation, since the alveoli are 
filled with mucus and their walls are lined with 
mucus-forming, high cylindrical cells. But there 
may also occur a disturbance due to spread and 
manifested by considerable reduction of the res- 
piratory limiting values. A malignant behavior of 
the tumor was observed from the onset in the 39- 
year-old patient, with rapid destruction of paren- 
chyma, vascular involvement, and metastases; 
connective tissue thickening of the interalveolar 
septal structures was associated with considerable 
restriction of the capillary surface. Prolonged dura- 
tion of such changes may cause dilatation of the 
right heart, as it occurred in this patient, and 
chronic cor pulmonale may result later. 

Autopsy findings showed macroscopically 2 forms 
of adenomatosis, i. ¢., focal-nodular adenomatosis 
and diffuse adenomatosis reminding one of lobar 
pneumonia. The latter form probably originates 
from the first by secondary spread. Microscopic 
findings also revealed 2 forms of adenomatosis. The 
cell picture of the first form was that of a completely 
uniform, highly differentiated adenoma which 
hardly had the appearance of a malignant tumor. 
There was no involvement of blood and lymph 
vessels. The pulmonary structure was preserved. 
Aerogenic spread to several lobes may cause res- 
piratory insufficiency and cardiovascular decom- 
pensation, and this course is responsible for the 
unfavorable prognosis. The cell picture of the 
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resistance to infections with Proteus organisms 
which lasted one month. 
Symptomatology and Pathology of Pulmonary 
pulmonary and cirrhoss (so-called 
tiple malignancies. Two such cases are reported in peelogdenomas) (9) those of congenital origin. 
which widespread carcinomas, originating in breast 
and prostate, respectively, formed secondary de- 
posits in localized nephromas. In view of the fact 
l 
Vv. 
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second form did not differ in principle from that 
of mucus-forming adenocarcinoma. Destruction of 
parenchyma resulted from perforation of the alveo- 
lar wall and infiltration of the interstitial spaces, 
with severe connective tissue reactions. The course 
of this form of the disease is rapid. An alveolar 
origin of the adenomatosis with an onset in a cir- 
cumscribed area was assumed in all 4 patients. In 
contrast to Eck’s concept, adenomatosis should be 
considered as a primary tumor-forming disease of 
the lung and should be differentiated from bron- 
chial carcinoma and from secondary carcinomatous 


pneumonia. 


RADIOLOGY 


A Study of Radiation Therapy in Carcinoma of the 
Pancreas. J. S. Billingsley, L. G. Bartholomew and 
D. S. Childs. Proc. Staff Meet. Mayo Clin. 33:426- 
430 (Aug. 30) 1958 [Rochester, Minn.]. 


The diagnosis of carcinoma of the pancreatic 
exocrine parenchyma was established histologically 
in 64 cases at the Mayo Clinic in 1953. Twelve of 
the 64 patients are excluded from this study inas- 
much as they underwent radical excision. Of the 
remaining 52 patients, 29 were treated with some 
sort of palliative operation (choledochod 
ostomy, gastroenterostomy, etc.) while 20 under- 
went no surgical procedure other than biopsy. Six 
of the surgical group received postoperative radia- 
tion therapy, as did 7 of the biopsy group. All but 
1 of the 13 patients were treated with a radiocobalt 
(Co) teletherapy unit, the one exception being 
treated with a conventional 250-kv. x-ray machine. 
The average tumor dose was 3000 r given over an 
average of 19 treatment days. The authors do not 
consider the slight differences in the survival figures 
between the irradiated and the nonirradiated 
groups as significant. Moreover, they do not con- 
sider that radiation therapy in the doses given in 
this series offers the patients any appreciable chance 
of longevity. A review of the individual case his- 
tories in an effort to discern the of some 
of the less tangible potential benefits of radiation, 
such as relief of pain or retardation of the forma- 
tion of fluid, was equally discouraging. The authors 
conclude that radiation therapy in the doses given 
in this series is of little or no value as a palliative 
measure in cases of carcinoma of the pancreas. 


Tuberculomas: Criteria for Roentgenographic Dif- 
ferential Diagnosis. L. Oliva and G. Secondo. 
Minerva med. 49:2431-2440 (June 20) 1958 (In 
Italian) [Turin, Italy]. 


The authors found that, in considering roent- 
genologic criteria alone, stratigraphy according to 
the technique of Vallebona is the most useful pro- 
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cedure for differentiating a tuberculoma from 
peripheral pulmonary tumors and from other 
round-shaped intrapulmonary lesions. Round- 
shaped shadows with clear borders and with a 
diameter not exceeding 2 cm. indicate a tubercu- 
loma. Other shadows with irregular and trimmed 
borders, as if they were caused by abrasion, cannot 
be related to a tuberculoma. Round-shaped, opaque 
shadows made of concentric layers are character- 
istic of a tuberculoma of the Lachman-Uehlinger 
type. Dense and homogeneous opacities denote a 
tuberculoma; nonhomogeneous opacities denote 
neoplastic lesions. Calcifications with nuclei located 
in the middle and those made of concentric layers 
reveal a tuberculoma. Multiple hollows in the 
shadow of a tuberculoma have an oblong shape 
and are mostly located along the periphery; multi- 
ple hollows in the shadow of a malignant tumor 
have various shapes and irregular disposition. 
Large lymph-node-like masses which compress and 
displace the trachea and the bronchi represent 
metastases of the lymph nodes. Shadows which are 
stationary or retrogressive in size indicate a tuber- 
culoma, whereas shadows of a malignant tumor are 
erratic and do not show a uniform increase in size. 
The preceding observations are helpful, but they 
are not unequivocal indications for making a roent- 
genographic differential diagnosis of tuberculoma. 
Roentgenologic interpretations must be comple- 
mented with the clinical and laboratory findings. 


PUBLIC HEALTH 


Unusually High Incidence of Appendicitis Cases 
at Dohad Town in Panch Mahals District in Bom- 
bay State: Preliminary Communication. T. B. Patel 
and V. N. Rao. Indian J. M. Se. 12:517-520 (July) 
1958 (In English) [Bombay, India]. 


Between March and December, 1957, 64 cases 
of “appendicitis” were detected in 30 male and 34 
female patients, all of whom except 1 were Banias 
and all except 2 were residing in 2 areas adjacent 
to the main tank in Dohad Town in Panch Mahals 
District in Bombay State, India. Most of the patients 
were between the ages of 10 and 35 vears. Only 5 
patients had a typical acute attack of appendicitis, 
with acute pain in the right iliac fossa, tenderness 
at McBurney'’s point, fever, and vomiting. In the 
other patients the pain was of a more chronic and 
general type, either being all over the abdomen or 
being in the right hypochondrium or epigastrium in 
the beginning and then later localized to the right 
iliac fossa. Pain was associated with fever in 18 
patients and with vomiting in 23. In 56 patients the 
pain was of a very mild nature and became severe 
only before they were operated on for “appendi- 
citis.” Two of these patients died shortly after the 
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operation; a gangrenous had been found 
at operation in one, and the other patient was 
considered by the surgeon to have typhoid. 

The acute onset of symptoms, with fever, pain, 
and vomiting, suggested an infective process. The 
fact that nearly all the cases occurred in the Bania 
community suggested a common source of infec- 
tion. It was noticed that the Banias were mostly 
using water from the adjacent tank for washing, 
bathing, and sometimes cooking purposes, in addi- 
tion to using water from wells located close to the 
tank. The tank water showed heavy pollution on 
bacteriological and chemical analysis. Stool exam- 
ination showed that only 1 of 46 specimens was 
positive for Entamoeba histolytica. Fifteen blood 
specimens were obtained from patients operated 
on and were subjected to serologic examination; by 
slide agglutination a significant number were found 
to be positive for Salmonella enteritidis, Sal. typhi- 
murium, and Sal. choleraesuis, and many specimens 
showed multiple infection. On examination of 15 
additional serums, it was found that a significantly 
high proportion of the specimens obtained from 
those who had undergone surgery and those who 
had not gave positive results by tube agglutination 
for Shigella sonnei, Sh. flexneri, and Sh. shigae. 
The occurrence of cases of “appendicitis” in such 
large number as was revealed by this study ap- 
peared to be the outcome of a multiple Shigella- 
Salmonella infection, a finding which seemed to be 
unique in the literature. 


An Epidemic of Shigella Sonnei Dysentery Arising 
in a General Hospital. N. J. Ehrenkranz, M. J. 
Takos, W. R. Hoffert and F. Reimer. New England 
J. Med. 259:375-377 (Aug. 21) 1958 [Boston]. 


In a 5-day period in July, 1957, there was an 
explosive outbreak of gastroenteritis involving ap- 
proximately 80 persons, the majority of whom were 
employees of the Jackson Memorial Hospital in 
Miami, Fla. Eleven were patients previously hos- 
pitalized for another illness; the rest were nurses, 
physicians, surgeons, medical students, and clerical 
employees. The onset of symptoms was gradual, 
with headache, anorexia, and malaise preceding 
abdominal cramps and blood-streaked diarrhea by 
8 to 12 hours. Maximum temperature in the hos- 
pitalized patients was 103.4 F by mouth; maximum 
duration of fever was 8 days; and total duration of 
diarrhea was 10 days. Microscopic examination of 
feces revealed many red and white blood cells. 
Cultures of stool and rectal-swab specimens re- 
vealed the presence of Shigella sonnei in 37 pa- 
tients. One of the 2 food handlers in the cafeteria 
responsible for the contaminated food was disclosed 
to be a carrier of Sh. sonnei. Epidemiologic evi- 
dence pointed to a food-borne outbreak, with 
turkey salad as the vehicle, since stool cultures from 
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61 asymptomatic persons, who had eaten in the 
cafeteria on the suspect dates but who had not 
eaten the turkey salad, did not reveal Shigella or- 
ganisms. 


On the Control of Antibiotic Discs in Canada. L. 
Greenberg and K. M. Fitzpatrick. Canad. M. A. J. 
79:383-386 (Sept. 1) 1958 [Toronto]. 


Improperly made and improperly labeled anti- 
biotic disks present a serious health hazard in that 
a disk labeled to contain 10 units of antibiotic but, 
in fact, containing only 1 unit, if used in testing 
the sensitivity of an organism isolated from an 
infectious process in a patient, could give rise to 
misleading results which might deny the patient 
the use of a lifesaving drug. If the same disk 
labeled as containing 10 units actually contained 
3 or more units, false-positive results would be 
forthcoming, and the patient would then be given 
a preparation that would have little or no thera- 
peutic value. In a survey of antibiotic disks dis- 
tributed in Canada, it was found that in many 
instances there was little correlation between the 
labeled claims and the assayed potency. The dif- 
ferences were extreme, with disks with no trace 
of antibiotic present and others with potencies 
varying from 1/10th to 3 or 4 times that declared 
on the label. 

During the period under review, 640 lots of 
antibiotic disks, representing products from 4 
manufacturers, were received and assayed at the 
Laboratory of Hygiene. A total of 1,186 individual 
components were assayed by the extraction tech- 
nique, and, in addition, a number were subjected 
to performance tests. The results of assays of anti- 
biotic sensitivity disks entering Canada between 
March, 1957, and June, 1958, revealed that in 3 
companies more than 84% of the antibiotic disks 
received were acceptable; that in 2 companies more 
than 83% of the sulfonamides, etc., were acceptable; 
that in 2 companies 71 and 52% of the multiple 
antibiotic disks assayed were acceptable; and that 
in 1 company 75% of the individual components 
and 87% of the multiple sulfonamides were accept- 
able. Two companies showed marked improvement 
during the assay period, the rejection rate for 
company A dropping from 15% to zero and that for 
company C dropping from 75% in the first 6 months 
to 15% in the last 6 months. It is of note that most 
of the manufacturers rely almost exclusively on 
the use of performance tests for controlling their 
products, the result of which was a high proportion 
of faulty lots. For this same reason the authors 
developed the present assay method utilizing an 
extraction technique. The control program is to 
continue, and more effective regulations are being 
considered. 
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1 
V. 


The 
able commercially to kit form. There are chapters 
devoted to the functional anatomy of the hand, 


Theory of Psychoanalytic T. . By Karl Menninger, 
M.D. Menninger Clinic monograph series no. 12. Cloth $4.75. 
Pp. 206, with 15 illustrations. Basic Books, Inc., 59 Fourth 
Ave., New York 3, 1958. 


The author is one of the foremost psychoanalysts 
in the United States and one of the first trained 
here, but he has never ceased to be a physician, 
psychiatrist, and teacher. In fact, his extensive 
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filled with pertinent observations and findings analytic technique, which he presents in an undog- 
which have been gathered through years of wide matic, easily understood way with illustrations and 
experience by competent teachers. Therapeutic cogent extractions from the literature. An instruc- 
procedures for special conditions are discussed in tive bibliography and an adequate index are in- 
a realistic manner throughout the book, but the cluded. The book is highly recommended not alone 
last chapter deals more completely with agents that for student analysts but for all psychiatrists in- 
are helpful in the management of cardiac failure. terested in psychodynamic psychotherapy. 
Electrocardiography is discussed only briefly, be- 
on clinical electrocardiography. This excellent me, 
should be useful to all students of medicine regard- 
less of their training. cine, Harvard Medical School, Boston. Cloth. $6.90. Pp. 222, 
with 53 illustrations. Landsberger Medical Books, Inc., 51 E. 
Education Project, School of Medicine, University of Cali- This monograph is concerned with the analysis 
fornia, Los Angeles. Edited by Raymond E. Sollars, Associate of 64 cases of paroxysmal atrial tachycardia with 
tion. aut point out that this manifestation 
of digitalis toxicity has been increasing in incidence 
son Press, 299 Queen St., W., Toronto 2B, Canada, 1958. in the past few years as patients with congestive 
ie heart failure are treated vigorously with such drugs 
This is the first book on techniques of making as mercurial diuretics which may cause cellular 
and fitting functional braces for patients with potassium depletion. Treatment for this condition 
paralytic disabilities of the upper extremities. The is to stop digitalis and diuretic administration tem- 
braces utilize —— force from springs, rubber porarily and give the patient potassium. The use 
bands, or functioning muscles to provide basic of a chelating agent, such as sodium ethylenedia- 
movements lost by paralytic disorders. This exten- minetetraacetate, to induce hypocalcemia is also 
) sive work is devoted primarily to concise descrip- advocated in certain cases. The relationship of the 
f tions, with profuse use of photographs of the step- potassium and calcium ions to digitalis dosage and 
by-step fabrication of functional supports and toxicity is discussed at some length, as well as the 
devices that have proved reasonably _successful. clinical and electrocardiographic differentiation 
from other arrhythmias. The book is well illustrated, 
and the text is well written and easy to read. It is 
—y- recommended for internists and cardiologists. 
chapters on the principles of biomechanics of func- Hospital Planning for Anesthesiologist. By William 
tional bracing. Functional bracing is a relatively H. L. Dornette, M.D., oe lh of Aaathaniens ond Head 
new concept to many physicians, as well as ortho- College of 
tists, and this book is an excellent “first” in the field. moan —_ » American Lecture , 
It should be a useful reference to physicians, par- 
ticularly physiatrists, orthopedists, and neurologists, Charity Hospital, New Orleans. Cloth. $5.25. Pp. 119, with 
who are concerned with poliomyelitis and other Charles C | A, 
paralytic conditions involving the upper extremities. wrence Ave., Springfield, Ill; Scientific ‘ 
Orthotists and others who make the devices should — 
find this book a valuable part of their library. Occu- pe Mey ‘ 
pational and physical therapists should have ready Most anesthesiologists spend their full time in 
access to this volume. hospitals. More than other physicians, with the 
possible exception of radiologists, they are con- 
cerned with construction and planning problems. 
Starting with the operating room, recovery room, 
intensive therapy unit, oxygen distribution systems, 
communications, elevators, equipment storage, and 
ioning, it is reasonable that their interest 
d to include the entire hospital. This 
the author's experience. In one small 
has assembled many interesting sugges- 
creativity has expressed itself in countless ways, in- he more efficient development of a hospi- 
cluding developing a gigantic training center at luding such broad aspects as the selection 
Topeka, Kansas. He is, therefore, well qualified for ee the proper site for the building, 
the authorship of an authentic book on psycho- more detailed analysis of key areas within. 


.. Springfield, 


and a detailed and interesting account of the activi- 
ties of the grave robbers of bygone times is pre- 
sented. Although the time devoted to anatomy in 
the curriculums of medical schools has decreased 


Crofts, Inc., 35 W. 32nd St., New You 1. tae. 


gh this book, written primarily for medical 
physicians, is not meant to take the 
more comprehensive “Text- 

Clinical Parasitology,” it covers the subject 


fri 
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very well. After an introductory chapter, sections 
are devoted to the protozoa, roundworms, tape- 
worms, flukes, and arthropods. A final section deals 
with technical methods for the diagnosis and treat- 
ment of parasitic diseases. Many helpful charts and 
tables are included and the diagrams and other 
illustrations are excellent, except for their lack of 


color. This is especially regrettable in the pictures 


~ Ryerson Press, 200 Queen St., 


epilepsy. 

Dr Dr. and Mrs. Gibbs published a bulky “Atlas 
of Electr which included de- 

tients. The present handbook is a distillation of 
Especially useful are 
the 30 pages about therapy, supplemented by three 
summarizing tables and a two-page colored repro- 
duction of various antiepileptic drugs. The authors 


This paper-bound book should be interesting to 


lack of attention that has been directed to this 
aspect of medicine. If presented interestingly, there 
is no reason why history should not be well re- 
ceived because at times it provides a therapeutic 
index. In any event this little booklet provides 
interesting reading. 
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The volume is another in the American Lecture 
Series and should be of value to hospital adminis- 
trators, members of medical boards, engineers, 
physicians who are departmental chiefs, head 
nurses, and those in position to influence the alter- 
ation of existing structures or the planning of new 
ones. 
M. of plasmodia. In the last section, insect repellents 
Lassek, M.D., Ph.D. + Ew. EP. SEU, — are discussed, but there is no mention of attractants. 
tions, Chases Themes, Aside from these two minor criticisms the book is 
and practice. Pertinent references to current litera- 
Before any authentic teaching of anatomy was por Boog Fag and coh subject index and an 
possible it was necessary to dissect human bodies. - _ 
Where the eg of Epilepsy Handbook. By Frederic A. Gibbs, M.D., Profes- 
available, this had to be accomplished quickly in sor of Neurology and Director of Division of Electroenceph- 
prolonged sessions so that the job could be com- alography, University of Mlinois, School of Medicine, Chi- 
pleted before decomposition made it impossible to cago, M.D., of 
: tion Clinic for Epilepsy, University « inois, 
Getermine Medicine. Cloth. $4.75. Pp. 101, with 8 illustrations. 
ee Ee Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
always been and still is a major problem. These Springfield, Il; Blac 
problems are treated from the historical viewpoint, Broad St., Oxford, a 
W., Toronto 2B, Canada, 19558. 
This handbook is exactly what the authors 
intended it to be: a compact, practical com- 
in recent decades, the author warns that unless this ] 
trend is reversed the quality of medical education V. 
must suffer. There is a bibliography and an index. 
This book should be of interest to students of medi- 
cal history, anatomists, and medical educators. 
A Doctor Speaks His Mind. By Roger I. Lee, M.D. Cloth. 
$3. Pp. 120, with 1 illustration. Little, Brown & Company, 
34 Beacon St., Boston 6; Little, Brown & Company (Canada ) 
Ltd., 25 Hollinger Rd., Toronto, Canada, 1958. give a straightforward, succinct account of epilepsy 
This little volume is a collection of short articles The 
giving the author's opinion on many subjects. Dr. anything to do 
Lee's opinions will be respected by all members of with epileptic patients. 
Medicine and Man: The Story of the Art and Science of 
ernmental interference in the practice of medicine cents. Pp. 256. New American Library of World Literature, 
and warns that there are many things that may be Inc., 501 Madison Ave., New York 22; cloth bound book 
pointing the way to control of the profession by the published by George Allen & Unwin, Ltd., 40 Museum St., 
government. He writes on such subjects as “Are Landen, W. C. 1, Eugiand, 1008. 
There Enough Doctors?” “Is Blue Cross—Blue Shield ee 
a Menace?” “Crusades,” and “Hero Worship.” those of the public who follow medical history 
Throughout all of these essays is woven the com- and progress, but it also offers enough information 
mon sense of one of America’s outstanding and to be useful as a reference source for physicians. 
beloved physicians. It is well worth reading. Medical histories may appeal more to the older 
part of the population, whether it be medical or 
Basic Clinical Parasitology. By David L. Belding, M.D. otherwise, but this may be in part because of the 
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RADIOACTIVE IODINE TEST 
To tHe Eprron:—What are the different factors 
that may influence the radioactive iodine uptake 
in a patient and how? How long after an intra- 
venous pyelogram or a gallbladder series can the 
protein-bound iodine level be determined? 
Antonio D. Talusan, M.D., Baltimore, Md. 


Answer.—Several medicaments and contrast me- 
diums for diagnostic roentgenograms may influence 
the collection of radioiodine. lodides, whether ad- 
ministered in the form of potassium iodide, cough 
medicines, asthma compounds, or vitamin tablets, 
usually inhibit the collection of radioiodine by the 
thyroid gland for as many as 10 days after use of 
the medicament has been stopped. Antithyroid 
drugs, such as propylthiouracil or methimazole, can 
be expected to block the collection of radioiodine 
by the thyroid gland during the period of admin- 
istration of the drug, but, within two or three days 
after use of the medicament has ceased, the uptake 
of radioiodine may be markedly elevated for some 
weeks. The making of an intravenous pyelogram 
usually blocks the uptake of radioiodine in the 
euthyroid patient for 5 to 10 days, and the making 
of a roentgenogram of the gallbladder will block 
the uptake of radioiodine in the same person for 
some months, perhaps three to six. On the contrary, 
in some patients with exophthalmic goiter, the up- 
take of radioiodine by the thyroid gland may be 
abnormally high immediately after intravenous 


DESENSITIZATION TO NICKEL 

To tHe Eprron:—A patient has been proved to be 
nickel-sensitive by an intradermal test (with a 
specially prepared solution of nickel and suitable 
control injection). Would it be in order to em- 


David N. Shapiro, M.D. 
Johannesburg, South Africa. 


Answen.—Sensitivity to nickel should be deter- 
mined only by patch-testing with a 10% aqueous 
nickel sulfate solution, usually on the arm or back. 
The patches should remain for two days unless 
there is pronounced irritation. As a general rule, 
one cannot be desensitized against chemicals. How- 
ever, Urbach and Gottlieb (Allergy, New York, 
Grune & Stratton, Inc., 1943, p. 264) —— 
two female patients who had widespread dermatitis 
for months and showed a definite eczematous re- 
action to patch tests with even a 1:1,000,000 solu- 
tion of nickel sulfate. Successful desensitization was 
achieved by a gradual increase in concentration of 
subcutaneous injections of nickel sulfate adminis- 
tered twice daily until a strength was reached that 
produced strong local and focal reactions. Attempts 
at desensitization to nickel by patch-testing and by 
ionization proved unsuccessful. Spontaneous hypo- 
sensitization to nickel may occur within months to 
two years if the reaction to patch test is 2+. The 
chances are slim, and it may take years if the re- 
action is 4+ (Rubin, Department of Allergy, Skin 
and Cancer Unit, New York, personal communica- 
tion). In a series of 54 patients known to have been 
sensitive to nickel, who were examined after an 
interval of 1% to 11 years, 31 (57%) demonstrated 
a persisting sensitivity and 23 gave negative results 
to patch tests. Eighteen of these patients continued 
to have eczema, although they were no longer sen- 
sitive to nickel (Morgan, Brit. J. Dermat. 65:54, 
1953}. With regard to possible malignant (sarcoma- 
tous) changes caused by subcutaneous injections 
of nickel sulfate solution, there is a report that nine 
fatal cases of cancer of the inside of the nose over a 


period of 11 years occurred in a nickel refining plant 
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of specially prepared nickel solution subcutane- 
ously—similar to the method of desensitization 
against other known allergens? If this is done, 
would there be a gradual build-up of antibodies? 

Above all, would such repeated injection of a 
metal be hazardous, inasmuch as it may lead to 
sarcoma, or may one safely proceed with such 

pyelograms or cholecystograms are made; the reason 

for this is not known. Pantopaque myelograms, or 

examination of the bronchial tree with the aid of 

iodized oil may interfere with the uptake of radio- 

iodine for as long as the iodized oil can be seen in 

roentgenograms. The value for serum protein- 

bound iodine usually is abnormally high for a 

week to 10 days after an intravenous pyelogram 

has been made. After a roentgenogram of the gall- 

bladder has been made, the value for serum protein- 

bound iodine will be completely out of range for a 

period varying from several months to several , 

years after the dye has been employed, depending 

on the particular dye used. 

The answers here published have been prepared by competent au- 

thorities. They do not, however, represent the opinions of any medical 

or other organization unless specifically so stated in the reply. Anony- 

mous communications cannot be answered. Every letter must contain 

the writer's name and address, but these will be omitted on request. [iS 


1 


ation as to and/or muscular 
cause. 
Maurice J. Regan, M.D., Wilkes-Barre, Pa. 
ANSWER.— is being 
by an increasing number of physicians as a valuable 
aid in the diagnosis of neuromuscular disease. Its 


peri 
diseases affecting primarily the motor cells in 
the spinal cord. E offers a variety 
of clues to the nature of the muscle dysfunction, 
and, when combined with the neurological exami- 
and other procedures, it will y acesmape | 
accu 


patterns of neu- 
neuro- 


3 


streptococcic sore throat in 1957 and a premature 


ing out organic disease and would have the 
tional advantage, through premedication and 
anesthesia, of inducing sufficient muscular relax- 
ation to produce a temporarily normal voice. It is 
entirely possible that an attack of acute laryngitis 
was responsible for the patient's initial episode of 
hoarseness and that the dysphonia has continued as 


in a book entitled “The Voice of Neurosis” by 
Moses (New York, Grune & Stratton, Inc., 1954). 


M.D., Pennsylvania. 


ANswer.—A survey was made on seven surgical 
wards, totaling about 200 beds, and it was found 
that about 450 intravenous infusions of fluid and 27 
blood transfusions are given on these wards per 
month. This does not include those given in the 
operating room. Of these, 185 are started by a doc- 
tor, 250 by a nurse anesthetist, and 15 by a ward 
nurse. There are about 55 failures or restarts each 
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tion from which such a deduction can be made. FUNCTIONAL LARYNGITIS 
Whether further increase in the visual defect is to 
be expected depends entirely on what is meant by 
visual defect. One does not speak of loss of vision 
as an increase in visual defect with clear under- 
standing. Glasses are prescribed for one purpose 
only, and that is to improve visual acuity. There is 
no therapeutic value in the wearing of glasses. If 
the visual acuity of the right eye is better with 
glasses than without, then there is a good possibility 
that a child's vision could be improved by training 
with glasses and orthoptic exercises. 
To tHe Eprror:—Please evaluate electromyography examination revealed entirely negative results. 
in diagnosis and appraisal of muscular degenera- Her blood pressure is slightly elevated (188/100 
mm. Hg). Her history, with the exception of a 
menopause 12 years ago, secondary to surgery, is 
completely negative. The onset appeared before 
her premature menopause. Please give sugges- 
tions and ideas concerning the patient's com- 
plaint. M.D., Ohio. 
most frequent use is in the diagnosis of conditions 
affecting the lower motor neuron, based on its abil- Answer.—The normal approximation of the vocal 
ity to detect even minimal denervation of muscle. cords on phonation and the absence of any visible 
At times, when clinical tests fail to indicate clearly pathology in the larynx after 12 years of vocal diffi- 
} whether muscle dysfunction is attributable solely to culty lend support to the presumption that the 
« pain, hysteria, malingering, disuse, upper motor patient's symptoms are on a functional basis. Direct 
neuron lesions, and the like, or whether it is the laryngoscopy would be of supplementary aid in rul- 
result of disease affecting the lower motor neuron, 
electromyography may present the only readily 
available objective evidence of disease of the lower 
motor neuron. It aids in the location of lesions af- 
fecting the lower motor neuron in the diagnosis of 
root, plexus, and peripheral nerve lesions, because 
the distribution of affected muscles can be deter- 
mined more discreetly than by other methods. It is a nervous phenomenon. Appraisal and voice train- 
useful in detecting minimal residual innervation and ing by a competent speech therapist should be rec- 
in detecting reinnervation weeks before other evi- ommended. The inquirer will find much of interest 
result from primary disease of muscle fibers. Espe- 
cially when combined with tests of the speed of 
conduction in nerves, electromyography is a genu- FAILURE OF INTRAVENOUS INFUSIONS 
ine aid in the separation of myopathies from neuro- To tHe Eprror:—Many intravenous feedings and 
transfusions started in hospitals cannot be com- 
pleted and must be restarted. What are the per- 
centage and the causes of such failures? Are they 
all due to dislodgment of the needle in the vein, 
or are other factors involved? 
fecting the motor unit. Successful use of electro- 
myography requires experience in eliciting and 
interpreting the electromyographic 
romuscular disease and familiarity 
logical problems involved. One should not under- 
estimate either the usefulness of the technique or 
the skill and knowledge required to use it to ad- 
vantage. 
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month, an incidence of 12.2%. A number of factors 
failures 


(1) poor or veins due to infancy, 
obesity, or such factors; (2) poor placement of the 
needle site, allowing 


allowing dislodgment; (4) extreme restlessness 

the patient; and (5) moving and transporting the 
patient from operating table to litter to bed in the 


Insertion of a plastic catheter through the needle 

for retention in the vein obviates some but not all 

of the failures. However, this consultant's — 
a 


may cause leaking around 1 
compression of the vein and failure. Too slow a flow 
fatigues the patient to the point that he moves or 
may intentionally remove the needle. 


To THe Eprtor:—Is there evidence show- 
ing the degree of ~ ” which occurs in 
flocculation, t turbidity, and the 


It is stated in certain textbooks that 
flocculation becomes “more posit 
bilirubin 
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and Stewart (J. Clin. Invest. 20:241, 1941), blood 
should be drawn six hours prior to the 


Is the patient obese? If no organic or disturbed 


functions of the gastrointestinal tract are found, 
the patient be advised to eat foods unlikely 
to form gas, to chew always with her mouth closed, 
and to open her mouth when she belches so that 
she may not reswallow the air. Make sure that she 
has regular and adequate bowel function, and, 

, placing one-half teaspoonful of charcoal 
powder on the back of her tongue and washing it 
down quickly with a little water, about 10 minutes 
before each meal. 


Norman A. Schwartz, M.D., McKeesport, Pa. 
Answer.— Moderate to large doses of corticoster- 
administered 


thyroid range, and exogenous therapy is 
usually indicated. 
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of the test. Finally, Yardumian and Weisband ( Am. 
J. Clin. Path. 13:383, 1943) reported that serum 
which has been refrigerated for one day or longer 
gment; (3) improper insertion . may yield false-positive results on testing. 
with of the posterior wall, or poor anchor- 
AEROPHAGIA 
To tHe Eprror:—A 61-year-old woman has had a 
complaint of belching for three months. a 
measures have been used, such as giving smoot 
diets and getting the patient to eat slowly and 
study, so this was not a factor in failure to complete not to swallow any excessive air. However, noth- 
the infusion. There was a 1% incidence of minor ing seems to have eased the belching. As a matter 
reaction to blood transfusion, but this often is not of fact, the patient states that the condition is 
immediate and does not necessarily terminate the progressing. Please give an opinion as to the pos- 
transfusion prematurely. It is apparent that most sible cause and advice as to future treatment. 
failures and restarts are due to human error factors. Jacob J. Altholtz, M.D., Brooklyn, N. Y. 
Answer.—This history is that of a typical case of 
aerophagia. It is, however, important to be sure 
about any disturbed functions of the digestive tract. 
48 hours. Rate of flow of intravenous infusion was One should be particularly certain about any 
not incriminated but is -_ Too rapid flow cardiac lesion, such as an esophageal hiatus hernia. 
] 
LABORATORY TESTS WITH STORED SERUM ve 
but not frozen) for more than 24, 48, or 72 hours? 
the cephalin 
ee h ree RADIOACTIVE IODINE TEST AND STEROIDS 
occurs and, hence, results are not valid. Has this To THe Eprtor:—What is the effect of corticosteroid 
been proved, and has the degree of alteration therapy on the uptake of radioactive iodine? If 
been demonstrated by any actual quantitative there is any effect, how is it explained physi- 
study? M.D., California. ologically? 
Answer.—The bilirubin content of serum remains 
unchanged for days when kept cold and in the 
dark (Vahlquist, Acta Padiat. |[supp. 5] 28:1, 1941; 
With, Nord. med. 13:721, 1942). However, serum suppress the pituitary production of thyrotropin, 
bilirubin, especially the direct-reacting fraction, is thereby producing a relative hypofunction of the 
sensitive to oxidation and sunlight (Coolidge, thyroid gland. The radioactive iodine uptake in 
J. Biol. Chem. 132:119, 1940). There is no significant such instances will be in the low normal or h 
change in thymol turbidity values after storage of 
serum in a refrigerator for 17 to 24 hours and, in 
some instances, for as long as seven days ( Brieger 
and Friedman, Occup. Med. 2:463, 1946). To the 
knowledge of this consultant, there is no published 
evidence showing the degree of “change” which oc- 
curs in the results of the cephalin flocculation test 
when serum is stored in a refrigerator. Hanger 
(J. Clin. Invest. 18:261, 1939) originally stated, 
“The serum should preferably be fresh and pre- 
served at icebox temperature.” According to Pohle 


